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SUMMARY 
Chapter one adopts a systematic review methodology in order to identify 
relevant evidence concerning the clinical effectiveness of weight 
management programmes in the military. It explores the success of such 
programmes that adopt cognitive-behavioural components as part of their 
treatment approach as opposed to standard care offered by the military. The 
paper also offers areas for further research, particularly focused on the need 
for more longitudinal evidence of the success of these programmes and the 
longer term outcomes for an individual‟s career.  
Chapter two presents the empirical paper of the thesis. It describes a 
phenomenological qualitative study of UK army veterans‟ lived experiences 
of transition from military to civilian life.  It explores how veterans have 
perceived the challenges of this transition and their experience of the support 
they have received from various services.  Analysis revealed three major 
themes that captured the lived experiences of these veterans; centred on the 
consequences of leaving the army, surviving initial civilian life and 
reconstruction of an identity as a veteran.  
Chapter three presents a reflective paper that offers insights into the 
research journey of the main author and reflections of being on a clinical 
placement within a community mental health team for the Ministry of 
Defence. It was found that this was an asset in understanding the 
applicability of research findings to an everyday clinical setting.  This paper 
also offers experiences and reflections of being a woman in a patriarchal 
multidisciplinary team; many of whom served in the British army themselves.  
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THE CLINICAL EFFECTIVENESS OF MULTIFACETED COGNITIVE-
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MILITARY 
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1.0 Abstract  
The main objective of this literature review was to systematically evaluate the 
research which investigated the clinical effectiveness of multifaceted 
cognitive-behavioural weight management programmes for the military.  A 
total of eleven studies were identified from the literature search. The 
reviewed evidence demonstrated successful weight loss outcomes for 
military personnel who had attended a multifaceted weight management 
programme, this included programmes with a significant cognitive-
behavioural component.  Furthermore, the reviewed studies, which adopted 
randomised control designs, were identified as having more positive 
outcomes with regards to weight loss than the usual military care procedure. 
It does however remain unclear as to whether, after the completion of a 
programme, the personnel met the mandatory military weight standards and 
then departed from weight monitoring procedures. Clinical implications have 
arisen from the presented evidence, suggesting that the integration of a 
multifaceted programme would complement the current weight management 
interventions in the military. Future research could concentrate on the long-
term reviewing/monitoring of the maintenance effects of such programmes, in 
order to map the trajectory course of weight management for military 
personnel.    
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1.2 Introduction  
Achieving and sustaining a healthy weight is an important aspect of 
maintaining a balanced lifestyle as being overweight can have various and 
significant consequences. This paper will firstly provide an overview of the 
predominant themes in the existing weight management research, with 
regards to the general population; it will then progress to consider their 
implications within a military context.  
 
1.2.1 The prevalence of obese/overweight adults in the general 
population  
The World Health Organisation (WHO) defines being overweight or obese in 
terms of the degree of abnormal or excessive fat accumulation that may 
impair health (WHO, 2013). Prevalence statistics are provided below; these 
statistics examine the number of people/cases in a given population with a 
disease/illness at a specified time and include both new and existing cases 
(Foresight 2007). The data below demonstrates a „snap shot‟ as to how many 
people in the UK and USA are currently overweight and/or obese in identified 
years. The United Kingdom‟s (UK) Department of Health (DoH) reported that 
in 2013, in England, over 61% of adults were overweight or obese (DoH, 
2013). It is important to note that prevalence statistics can only show us what 
is happening at one point in time but provides a good way to indicate the 
burden of disease in a population. 
 In the United States of America (USA), Ogden, Caroll, Curtin, McDowell, 
Tabak and Flegal (2006) reported that in 2004 66% of the adult population in 
17 
 
the USA were overweight and 32% were classified as obese. Given the high 
prevalence proportions reported above and the associated health risks; 
obesity is identified as the fifth leading risk condition for global deaths (WHO, 
2013). It is important to review the steps which may be taken to ameliorate 
this increasing risk factor.  
 
The most commonly used measure for classifying whether someone is 
overweight or obese is the Body Mass Index (BMI). The WHO (2013) defines 
a BMI greater than or equal to 25 as being “overweight”, whilst a BMI greater 
than or equal to 30 is classified as “obese”. This index is determined by 
dividing a person‟s weight, in kilograms, by the square of their height, in 
meters; thus, BMI = kg/m2. 
 
1.2.2 Weight loss interventions within the general population 
The reported costs associated with overweight and obese individuals, has 
prompted an increased focus on the promotion of healthy living and weight 
management treatment programmes (Kopelman, 2007). Popular commercial 
weight loss programmes focus on a “one size fits all” approach whereby 
dietary and nutritional information are the main intervention. In the UK for 
example, Weight Watchers and Slimming World are commonly utilised; these 
programmes have been found to reduce users‟ weight at a moderate level. 
To illustrate, a study by Ahern, Olson, Aston and Jebb (2011) examined 
weight loss in a Weight Watchers National Health Service (NHS) referral 
scheme; they found that a third of all commenced referrals resulted in weight 
loss of at least 5% initial body weight. However, this study only investigated a 
18 
 
twelve-week programme and should therefore only be considered a relatively 
short intervention duration. Research suggests that in many cases the weight 
lost during behavioural or pharmacological treatments is regained after the 
treatment ceases (Franz et al., 2007; Dansinger, Gleason, Griffith, Selker, & 
Schaefer, 2005.  
 
On the other hand, individually structured and tailored weight management 
programmes which adopt more cognitive-behavioural strategies can help to 
provide understanding of the reasons behind overeating and gaining weight. 
Many operational definitions of Cognitive-Behavioural Therapy (CBT) exist; 
as such, Kazdin (1978) defines CBT as a treatment that attempts to change 
behaviour by altering thoughts, interpretations, assumptions and strategies of 
responding. Furthermore, a meta-analysis of psychological interventions for 
overweight and obese individuals, by Shaw, O‟Rourke, Del Mar and Kenardy 
(2006), found that within 36 worldwide randomised controlled clinical trials, 
the use of CBT strategies were deemed to be successful in the treatment of 
obesity. In particular, such strategies when combined with a diet/exercise 
intervention increased weight loss compared with diet or exercise alone. A 
typical CBT treatment programme aims to support the individual to establish 
a diet and exercise regime, whilst exploring the maintenance of food 
behaviours, e.g. comfort eating. This is achieved by examining the unhelpful 
thoughts, core beliefs and feelings that may influence these behaviours 
(Kopelman, 2007). The skills and techniques utilised in a CBT weight 
management programme may include: stress management, which can help 
19 
 
with overeating caused by anxiety or boredom; a food diary that gives the 
individual insight into both their eating patterns and emotions, this provides a 
demonstration of the link between thoughts, emotions and behaviours and 
helps to challenge unhelpful thoughts about weight and dieting (Davis, 1996). 
The UK‟s National Institute for Health and Care Excellence (NIHCE, 2006) 
developed guidelines which advocate a “multi-component intervention” for 
weight management, including behavioural interventions. Evidence shows 
that when physical activity is coupled with healthy eating it has a bigger effect 
on weight loss than interventions that solely focus on healthy eating 
(Goodpaster, 2010). Whilst there is no specific mention of adopting a 
cognitive-behavioural approach to the management of obesity, within these 
guidelines, it is recommended that strategies are used to modify and 
restructure cognitions (NIHCE, 2006). These multifaceted interventions 
represent a shift away from the commercial one-size-fits-all approach, as 
these new interventions have been shown to have more long-term positive 
benefits on an individuals‟ health (McDonald, 2009). Furthermore, by 
addressing an individual‟s common misconceptions about meals, these 
strategies can further assist in producing a real lifestyle change rather than a 
quick fix diet, which is not achievable in the long-term (McDonald, 2009). 
Whilst for many individuals being overweight and obese has a significant 
impact on their physical and psychological health, it may not affect other 
areas of their life, such as their employment. In some populations however, 
being overweight is not only a hindrance to individual health but also to long-
term career progression. To illustrate, being overweight is potentially 
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problematic for people in the military as being overweight is likely to have a 
detrimental impact on their career progression (Peterson, Talcott, Kelleher&, 
Smith, 1995). 
 
1.2.3 The prevalence of obesity in the military  
Bray et al. (2006) report that clinical rates of obesity, based on a BMI of 30 or 
more, more than doubled between 1995 and 2005 for USA military 
personnel; obesity is now said to be prevalent in 12.4% of the USA Armed 
Forces. Equally, self-reported data on the weight of military personnel 
demonstrates that 57% of individuals are overweight, as defined by the WHO 
(2013). In the UK Armed Forces, a study by Fear, Sundin and Rona (2011) 
found a 13% prevalence rate of obesity, in addition 44% of individuals were 
deemed to be overweight. These UK statistics mirror the USA Armed Forces 
results, but they are still lower than those found in the civilian population. 
Nonetheless, Fear et al. (2011) still acknowledge that these rates should be a 
cause for concern for the military.  
It is important to consider these prevalence statistics with caution, amid 
concerns that the use of the BMI, as an operational diagnostic tool, is 
inconsistent (Friedl, 2012). The BMI is a measure of overall weight and does 
not account for, and is unable to distinguish between, fat-free muscle mass 
or bone (Friedl, 2012). For example, it can overestimate fatness amongst 
those who are muscular (Prentice & Jebb, 2001). This is a concern as the 
WHO‟s (2013) definition of being overweight or obese is based on fat 
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accumulation only. In fact, the statistics may actually mean that soldiers are 
getting “more muscular” rather than “fatter”.  
Nonetheless, military services claim to offer a sound rationale for their 
development of weight controlled standards (Department of Army, 1986). The 
body image of military personnel, in terms of size, composition and 
appearance, appears to be a multifaceted issue. For psychosocial reasons, 
the military embraces a policy whereby appearance is incorporating in the 
real and perceived association of physical performance capabilities. The 
focus on operational deployment is for individuals to at least look like they are 
ready to fight as a well-built invading force (Friedl, 2012). To achieve this 
objective, the military enforce weight and fitness standards to not only 
promote but guarantee a physically capable workforce. These standards 
provide a core ethos for retention and promotion opportunities within the 
military; as a result, they are highly valued by active duty personnel 
(Peterson et al., 1995). Furthermore, repeated failure to meet the military 
standards could result in the reduction in rank or hinder the promotion 
opportunities for personnel (Peterson et al., 1995).   
 
1.2.4 Weight management programmes in the military 
The development of weight control programmes in the military has paralleled 
the general increased societal concern about health, physical fitness and a 
trim appearance (Polivy & Herman, 1987). It is now mandated that military 
personnel in both the UK and the USA attend weight management 
programmes if weight standards are not met. Each branch of the armed 
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services has developed its own “Maximum Allowable Weight Chart” to screen 
every member of the military on a bi-annual basis (Nolte, Franckowiak, 
Crespo,& Andersen, 2002). This chart also includes BMI scores and, 
although these differ slightly for men and women and for the branch of 
service, on average they are in line with the guidelines issued for the general 
population whereby anything above a BMI of 25 is considered overweight.  
According to Davis (1996), the standard weight management programmes in 
the military consist primarily of weight monitoring, coupled with offering some 
nutritional information. Furthermore, service personnel are reserved from 
promotion until the weight standards are met. Promotion is generally highly 
valued by most military personnel (McNulty, 2007), so the bi-annual weigh-in 
to enforce weight standards creates significant stress for military individuals. 
As a result, military members have been observed to engage in extreme 
eating disorder behaviours in order to meet their weight requirements, 
including self-induced vomiting and the use of laxatives (Peterson et al., 
1995).  
As established in the literature for the general population, the problem of 
weight loss maintenance is also a key concern for the military, with individual 
based counselling proving to be more successful for long-term positive 
weight loss outcomes (Davis, 1996). This issue, coupled with the increased 
risk within the military population of eating disorder behaviours, has led to the 
argument for a more comprehensive programme of weight management in 
the military (Davis, 1996). This is even more important when considering the 
loss of experienced personnel from the military, as well as the hardships 
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faced by individuals who are discharged or separated from service because 
of these weight standards. Indeed, the data suggests that since 1992, 24,000 
soldiers in the USA have been discharged from the Army for failure to comply 
with weight standards (Bray et al., 2006). 
As a result, the military have created various weight management 
programmes using a multifaceted approach which incorporates lifestyle 
changes in nutrition, physical activity and cognitive-behaviour modification 
(Dahn et al., 2011). Cognitive-behavioural modification principles have been 
utilised to develop military weight programmes which focus on making 
permanent changes to eating and behavioural patterns. Obesity and 
overeating are defined within a learning framework whereby overeating is an 
excessive response to either external or internal cues from pre-existing 
cognitions (Davis, 1999). It is therefore essential to recognise and re-
structure these cognitions as part of improved military weight management 
programmes (Davis, 1999).  
 
1. 3 Methodology 
1.3.1 Aims of the current review 
The main objective of this literature review is to systematically evaluate the 
research in order to investigate the clinical effectiveness of multifaceted 
cognitive-behavioural weight management programmes for the military.  A 
systematic review1 was considered the most appropriate strategy for 
                                                             
1
Fink (2005) defines a literature review as a “systematic, explicit and reproducible method for 
identifying, evaluating and synthesising an existing body of completed and recorded work”. 
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reviewing the literature as it allows for a broad consideration of the subject. 
Thus, the main aim of this review is to examine whether cognitive-
behavioural programmes are effective in helping military personnel to lose 
weight. In addition, it also aims to provide direction for further research into 
this area, as there is a relatively small body of literature currently available. 
Finally, this research aims to provide a set of recommendations, drawn from 
the evidence, for future weight management programmes in the military.  
 
1.4 Selection Criteria  
1.4.1 Search strategy 
The objective of the search strategy was to identify all of the published 
studies that examined the clinical effectiveness of multifaceted weight 
management programmes, including cognitive-behavioural components for 
active duty personnel in the military. In order to assess the relevant literature 
from the database searches, the following inclusion and exclusion criteria 
were applied.  
 
1.4.2 Inclusion criteria  
Studies were included within this literature review if:i) they had been 
published since 1990, as these were consider to be the most up to date and 
current programmes being offered by the military; ii) they reported on active 
duty personnel from the military; iii) the identified weight management 
programmes had a significant cognitive-behavioural element to the content; 
and, iv) if they had been statistically evaluated to determine the clinical 
effectiveness of the programme.  
25 
 
 
1.4.3 Exclusion criteria 
Studies were excluded if: i) the study was in a book chapter or dissertation as 
these had not been peer reviewed; ii) the study utilised a population of 
veterans; iii) the study utilised a population of cadets or military training 
personnel; iv) the study utilised a case study; or, v) if the study was not 
written in English.  
 
1.5 Systematic Search Result: Study Selection  
The searches were completed in August 2013. One hundred and twenty-four 
articles were retrieved through a database search in which the following set 
of search terms were applied: “Military AND Weight Loss Programmes” OR 
“Weight Management Programmes”. The set of search terms Military AND 
“Cognitive-Behavioural Therapy” AND “Weight Management” produced no 
further results. The databases used were: “Academic Search Complete”, 
“PsychINFO” and “CINHAL”with full text; all of these databases were 
accessed through “EBSCOhost”. The Kings Military Research Centre was 
also examined to determine whether they had published any studies that 
incorporated the above search terms – but no further articles were identified. 
However, after reviewing the reference lists of the identified articles, a further 
three studies were discovered; however, one of these investigated a 
population of veterans and was therefore excluded.  
Please refer to Figure 1 for more detail on the study selection process. This 
diagram was adapted from PRISMA – thePreferred Reporting Items for 
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Systematic Reviews and Meta-Analyses (Moher, Liberati, Tetzlaff, & Altman, 
2009). This four phase flow diagram is evidence-based, and a minimum set 
of items considered for reporting in systematic reviews and meta-analyses. 
 
27 
 
Figure 1: Diagram of the search strategy 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Adapted From:  Moher et al. (2009) The PRISMA Group 
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1.5.1 Study quality assessment  
In order to make the critique of the evidence rigorous and well-defined, a 
quality rating system was used to assess the methodological quality of the 
identified studies. Articles were not excluded on the basis of the quality score 
but on the ratings; these ratings contributed to the evaluation of the quality of 
the evidence assimilated when considering the conclusions.  
 
1.5.2 Development of the quality assessment tool 
The studies included in this review had different methodologies; some 
adopted randomised controlled trials whilst others used no control groups at 
all. Given the absence of a particular standardised quality assessment 
system, a novel tool was developed. This was adapted from a combination of 
the Down and Blacks (1998) checklist for non-randomised control studies 
and questions from the CONSORT 2010 statement for randomised controlled 
trials (Schulz, Altman, & Moher, 2010). A copy of this can be found in 
Appendix A. 
 
1.5.3 Method for assessing quality 
The quality assessment tool utilised in this study comprised of twenty-seven 
questions which assessed the different dimensions of methodological quality. 
Each of the eleven identified studies were assessed and scored according to 
these criteria; consequently, each dimension of the tool was rated as:“yes”, 
“no”, “partially” or “not applicable”. If rated not applicable, this item was 
removed from the calculation. After a total score was identified, this was then 
 29 
converted to a quality assessment percentage; these can be seen in Table 1, 
below.
The mean percentage quality rating for all of the studies was 66.8%, with a 
range of 42% to 85%. The higher scores indicated the studies which had 
greater methodological quality. The individual ratings, using the novel 
checklist, for each of the identified studies can be found in Appendix B. 
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Authors/Year Quality Sample Description of Programme  Design Key Findings 
Trent and  
Stevens 
(1995) 
 
 
 
77.7% 624 Navy 
programmers  
Level 1 n= 358 
Level 2 n=51 
Level 3 n=215. 
Level 1(command-directed 
remedial 
conditioning/exercise only). 
Level 2 (weight 
management counselling 
and exercise). 
Level 3 (residential obesity 
treatment with stress 
management, self-
monitoring, emotion 
regulation and exercise). 
 
Intervention study – quantitative, 
repeated measures. A series of 
pre- and post-intervention 
weight measurements were 
obtained and analysed. The 
study utilises Feinstein‟s (1959) 
Body Fat Reduction Index that 
relates to the actual amount of 
weight or body fat lost to both 
the initial and the target 
measurement, it compensates 
an obese person who must lose 
more fat than a less obese 
person. 
Level 3 was the most effective 
tier for helping participants lose 
body fat, whereas Level 1 was 
least effective. Although, the 
programmes succeed in helping 
participants lose body fat, these 
losses were not sufficient to 
meet US Navy weight 
standards.  
Davis (1996) 
 
 
 
70% Active duty 
soldiers enrolled 
on the Army 
Weight Control 
Programme and 
attended the 
FLEX 
Programme   
46 participants 
(34 male and 12 
female). 
FLEX Programme – Army 
Weight Control Programme 
(nutritional advice and 
exercise). In addition 
cognitive-behavioural 
modification, relapse 
prevention included.  
Phase 1 – a three-week 
inpatient programme.  
Phase 2 – outpatient follow-
up. 
Repeated measures design with 
weight, body fat percentage, 
cholesterol, and low density 
lipoprotein being dependent 
variables.  
Results support the 
effectiveness of supporting 
personnel to lose weight in a 
cognitive-behavioural based 
weight management programme 
that included a three-week 
inpatient phase.  
Table 1: Summary of main findings  
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James 
(1999) 
 
 
42% 112 active duty 
officers and 
enlisted 
personnel (71 
male and 41 
female).  
 
The LE3AN acronym 
highlighted the primary 
components of: Lifestyles, 
Exercise and Expectations 
that are reasonable. 
The LE3AN programme 
offers a 2-week inpatient 
treatment programme and 
an hour of outpatient 
treatment for 12 months. 
The programme uses a 
variety of strategies 
including: self-monitoring, 
goal setting, problem-
solving, cognitive 
restructuring, stress 
management and relapse 
prevention.   
 
Participants volunteered for the 
LE3AN programme. Follow-up 
data for weight was taken at six, 
twelve and eighteen month 
periods after intervention. 
Females showed a 13% weight 
loss at the eighteen month 
follow-up. Males, on the other 
hand, were not successful with 
only an 8% weight loss at the 
eighteen month follow-up. 
Earles, Kerr 
and James 
(2007) 
64% 387 active duty 
personnel from 
the US military 
were assigned to 
Armed Forces 
bases in Hawaii. 
Participants 
represented all 
branches of the 
military (141 
female and 253 
male). 
A one-week day treatment 
programme (Phase 1) 
coupled with weekly 
outpatient follow-ups for 
one year(Phase 2) of the 
LE3AN Programme (see 
James, 1999). 
Retrospective study of clinical 
effectiveness of a one-week 
cognitive-behavioural course 
followed by weekly individual 
follow-ups for one year. 
The LE3AN Programme is 
based on outpatient intervention 
which is effective for weight loss. 
Of the entire sample 26.6% 
maintained at least 5% weight 
loss after one year, whilst 61.6% 
of the treatment completers 
sustained the change. The 
average BMI‟s significantly 
decreased for both men and 
women over the one-year 
period. 
Simpson, 
Earles, 
Folen, 
66% 111 African-
American and 
European 
A one-week daily treatment 
programme (Phase 1) 
coupled with 12 months of 
Retrospective study of efficacy 
of the LE3AN Programme for 
active duty females.  
Participation in the LE3AN 
Programme was associated with 
significant weight loss for African 
32 
 
Trammel and 
James 
(2004) 
 
 
American active 
duty Army and 
Navy female 
service members 
enrolled on the 
LE3AN 
Programmes.  
weekly outpatient follow-
ups, (Phase 2) of the  
LE3AN Programme (see 
James, 1999). 
American women. Furthermore, 
the weekly follow-up visits were 
correlated with greater weight 
loss.  
Bowles 
(2006) 
 
 
70% 93 active military 
personnel  
Army n=85, Navy 
n=2  
Air Force n= 4 
and Marine 
Corps n =2 (total 
of 55 men and 
38 women).  
The LIFE Programme 
which focuses on cognitive-
behavioural principles. 
Repeated measures design. 
Weight and BMI were measured 
at four points (pre-treatment, 
then at one month, six months 
and finally). Participants were 
also measured on the following 
questionnaires at the pre-and 
post-intervention periods: 
“Quality of Life” questionnaire, 
“The Eating Disorder Inventory”, 
and the “Multidimensional Self-
Esteem Inventory”.  
 
Over a one-year period, on 
average women lost 14 pounds 
and men lost 10 pounds. 
Participants lost the most weight 
in the first six months, but were 
able to maintain this over the 
remaining six months. Women 
were also able to lose more 
weight over the remaining six 
months.   
Dennis, 
Pane, Adams 
and  Bing 
Bing (1999) 
 
 
66.6% All service 
members 
classified as 
obese (BMI >30) 
from on-board 
aircraft carriers 
were included. 
(Male only) 
Treatment group 
n=21. The 
average weight 
before treatment 
was 108.1kg, 
standard 
 A two-group randomised design. 
The measures used pre- and 
post-intervention were BMI, 
percentage of body fat, and self 
report questionnaires (Profile of 
Mood States, Coopersmith Self-
Esteem, EDI, Binge Eating 
Scale and Eating Self-Efficacy 
Scale).  
Although weight loss was 
significant for both groups, most 
men did not return to the Navy 
standards. There was a stastical 
difference between treatment 
and control. Men lost 8.6kg 
(standard deviation 5kg) in 
contrast to the controls who lost 
5kg (standard deviation 4.1kg). 
Moreover,ten men in the 
treatment group lost >9kg 
compared to two in the control 
group. The results support the 
ability to conduct multifaceted 
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deviation=10.2. 
Control group 
n=18. The 
average weight 
before treatment 
was 106.7kg, 
standard 
deviation= 12.0. 
The two groups 
did not differ 
significantly on 
any baseline 
characteristics. 
 
cognitive-behavioural 
programmes on deployed 
vessels.  
Hunter et al. 
(2008)  
 
 
 
83.3% United States Air 
Force population 
was above their 
weight 
standards. 
Treatment group 
n=227 and 
control group 
n=222. 
Internet-based weight 
management programmes 
using behavioural Internet 
therapy, coupled with 
cognitive re-structuring and 
motivational interviewing 
elements. 
A two-group parallel randomised 
controlled design. Changes in 
body weight (kg and percentage 
change from baseline), 
percentage body fat and waist 
circumference were all 
measured by the study 
researchers,initially and at six 
months.  
After six months, the treatment 
group had lost 1.3kg whilst 
those assigned to the usual care 
group gained 0.6kg. 
 
Stewart et al.  
(2011) 
 
 
52% 2,417 soldiers 
and 2,147 
civilians 
(soldiers‟ family 
members) 
residing in Fort 
Bragg were 
recruited via the 
Internet-based 
on being within 
5% of or 
The H.E.A.L.T.H Internet 
programme consisted of 
two components:  
(1) an Internet-based 
weight management 
programme (Website), and 
(2) a promotion programme 
designed to promote and 
sustain usage of the 
Website. The Website 
remained online for thirty-
Self-selecting sample to 
measure the trajectory of weight 
across a thirty-seven month 
period. Measures included self-
reported weights and Website 
utilisation statistics.  Participants 
had to set up an account with 
“log on” details.  
12% of the participants lost >5kg 
at some point during the study 
(thirty-seven month length), and 
10% lost >5kg at some point.  
Website use was associated 
with increases in achieving this 
weight loss goal.  
The cognitive-behavioural 
components were found to be 
used on a regular basis.   
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exceeding their 
maximum weight 
to height 
standard. Mean 
age was thirty-
two years. The 
majority of 
soldiers had ten 
years experience 
in the military. 
 
seven months, with the 
Website promotion 
programme ending after 
twenty-five months 
 
James, Folen 
and Earles 
(2001) 
 
 
62% 48 US Navy and 
Army personnel 
were assigned to 
military bases in 
Hawaii. All 
participants were 
diagnosed as 
overweight (BMI 
of at least 27) 
and exceeding 
the military 
weight standard.  
A clinic-based 
group consisted 
of 34 patients 
and the 
interactive group 
included 14 
participants.  
 
A one-week, daily 
treatment programme 
(Phase 1) was coupled with 
weekly outpatient follow–
ups for one year 
(Phase 2) of the LE3AN 
Programme (see James, 
1999). 
 
 
Patients unable to attend the 
weekly follow-ups were placed 
in the interactive video and 
Website group, they were 
compared to those assigned to 
the on-shore group who 
attended weekly clinic follow-
ups.  
No significant differences in the 
percentage of weight loss were 
found between the two groups. 
This suggests that cognitive-
behavioural health interventions, 
with follow-ups through the 
forum of tele-health, offers 
significant promise for increased 
weight loss.   
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Shay, 
Seibert,Watts, 
Sbrocco and 
Paglaria 
(2009) 
 
85% 
 
73 participants 
enrolled on a 
weight 
management 
programme in 
the Navy called 
Shipshape. 
 Randomly assignment to three 
different conditions (paper, PDS 
or web-based diary). They were 
also classified based on whether 
this was their preferred method 
or non-preferred way of 
monitoring weight, percentage  
body fat, waist circumference 
and self-efficacy . These scores 
were measured initially, at six 
and twelve weeks and during an 
eight week intervention.  
44% used their preferred 
method whilst 56% did not. 
Participants who used their 
preferred diary method did not 
adhere better to recording both 
their food intake and exercise. 
No difference was seen 
between the groups‟ weight 
management outcomes, but the 
results suggest that the 
individuals‟ diary preference 
affects their adherence to the 
diary usage. Thus, a significant 
amount of entries were found for 
those who preferred to use 
diaries.  
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1.6 Main Findings 
A total of eleven studies were identified by the literature search, each of these 
studies were then described and reviewed in terms of their mode of programme 
delivery. For example, six of the identified studies focused solely on assessing 
the impact of multifaceted face-to-face weight management programmes. 
Subsequently, the review then examined the relevance of other factors affecting 
the effectiveness of weight management treatments, including the use of various 
modes of delivery that did not involve face-to-face contact with professionals, 
such as the forum of the Internet. Other confounding factors to treatment 
success, including the level of adherence to CBT homework tasks and 
demographic issues were then explored. In line with the aims of a systematic 
literature review, overarching methodological issues within the studies were 
firstly described before suggesting clinical/service implications for use in the 
military. Finally, ideas for future research that have arisen from the process of 
the review will be described.  
 
1.7 Efficacy of Weight Management Programmes  
1.7.1 Inpatient programmes 
Three studies focused on the clinical effectiveness of the inpatient CBT weight 
management programmes that were offered in the military. Trent and Stevens 
(1995) examined the effectiveness of a three-tiered obesity treatment 
programme designed to assist overweight and obese personnel to meet the 
designated military standards. Similarly, James (1999) and Davis (1996) added 
 37 
to the evidence base, for the effectiveness of multifaceted inpatient 
programmes, by demonstrating the success of healthy lifestyle treatment models 
that had a CBT emphasis. These two studies, unlike Trent and Stevens (1995), 
also offered longer term outpatient follow-ups (please refer to Table 1 for an 
enhanced description).  
Trent and Stevens (1995) demonstrated that weight loss success increased for 
people who participated in the third level – which had the greatest cognitive 
component – as well as the multidimensional inpatient programme. In total, 
94.2% reduced their body fat during treatment and 66.7% maintained the 
amount lost when measured at the twelve month stage. The success rate was 
lowest for those who attended only the first level, with 71.2% reducing their body 
fat and 56.2% maintaining this at the twelve month measurement. Trent and 
Stevens (1995) have therefore added to the evidence base, described in the lay 
literature, by demonstrating that exercise alone is infrequently effective for 
treating obesity (Shawet al., 2006). Additionally, Trent and Stevens (1995) 
demonstrated that more positive weight loss outcomes occurred in the 
multifaceted programme rather than the mandatory and standardised military 
methods (level one of the programme).  
James (1999) demonstrated further success for cognitive-behavioural inpatient 
programmes (see Table 1 for more information). The LE3AN Programme is 
underpinned by the theory that an individual has the ability to control their health 
through their thoughts and behaviours. The programme then provides the skills 
and strategies to manage maladaptive eating thoughts and behaviours. This 
appears to be successful; to illustrate, a clinically significant difference in weight 
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loss between pre-intervention measurements and then at twelve and eighteen 
month follow-ups were observed for male and female Navy and Army personnel, 
whereby the men and women achieved 8% and 13% weight loss respectively. 
Similarly, Davis‟ (1996) results also indicated that inpatient weight loss 
programmes were effective in helping soldiers to lose weight and body fat; 
furthermore, the soldiers were able to maintain their weight loss at their six 
month follow-up appointments. It is worth noting that the six month follow-up 
data was low because of a high drop-out rate; many soldiers may have had 
difficulties in keeping their appointments due to military duties. However, it is still 
unclear as to whether they simply failed to keep their appointments due to 
increased weight.  
James (1999) argues that many weight loss programmes do not adequately 
provide either the intensity or the length of time to address maladaptive eating 
habits and sedentary lifestyles that may be well stabilised in individuals who are 
obese or overweight. Personnel are taught in the LE3AN Programme to identify 
high risk emotions that may act as triggers for binge eating; concurrently, their 
relationship with their size and body image is also explored. An individual‟s 
relationship with food as well as their social environment, body image and 
emotions are also all focused on. James (1999) demonstrates that a long-term 
outpatient follow-up programme, which incorporates relapse prevention 
strategies, is more successful in providing ongoing positive weight management 
outcomes.  
It is noted however, in the raw data measurements for participants in James 
(1999) study, that after the six month mark, weight loss appears to level off and 
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fluctuation can be observed. For example, the male Army participants‟ average 
weight rose from 217.5lbs to 220.4lbs at the twelve and eighteen month periods, 
respectively. Although this is still considered significantly different from the pre-
intervention measurements, this could be an indication that once treatment 
ceased weight management may continue to be difficult for individuals. 
However, the sample sizes for this study were low as only thirteen Army males 
were studied. It is also noteworthy that this study scored the weakest on the 
quality framework (see Appendix B).  
Two of the studies identified (James, 1999 and Davis, 1996) did not include a 
treatment control group in their research methodology. This makes it unclear as 
to how effective their inpatient programmes were when compared to the 
standardised weight management programmes used by the military. 
Furthermore, Davis (1996) and James (1999) provided no information as to 
whether these personnel returned to their military weight standard or whether 
they were removed from the weight management regime.  
In summary, Trent and Stevens (1995) propose that the inpatient context and 
the residential milieu are effective in altering the patient‟s lifestyle for the 
duration of stay. For example dietary and exercise regimes are altered, 
alongside a more structured day with accessible support and encouragement. It 
appeared that even a two-week inpatient treatment programme was effective in 
producing positive weight loss outcomes (James, 1999). However, Trent and 
Stevens (1995) recognised that despite the apparent efficiency of their inpatient 
programme, at the end of the twelve months these individuals still remained 
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above their gender base cut-off point for acceptable body fat, according to the 
military standards.  
These types of inpatient programmes are likely to be costly and time-consuming 
for the military. This research was conducted over ten years ago; since then, in 
1999, the newer LE3AN Programme changed to focus on day treatment. To 
demonstrate this shift, the more recent literature focuses on outpatient weight 
management programmes in the military. Four studies were identified for 
outpatient treatment – these will now be examined.  
 
1.7.2 Outpatient programmes 
Earles et al. (2007) reported on an outpatient version of the LE3AN Programme 
that was previously reported by James (1999). One year outcome data revealed 
that a quarter of those who started the programme maintained at least a 5% 
weight loss, no significant differences of percentage weight loss were found for 
gender (6.56% men and 7.35% women). The authors argue that these weight 
losses are consistent with other behavioural obesity treatments in the civilian 
population (Wadden & Butryn, 2003); thus, providing support for the outpatient 
medium of military weight management programmes.  
Bowles (2006) evaluated the “LIFE Programme”by focusing on improving 
service members‟ well-being and the promotion of healthily lifestyle change. 
Group cognitive-behavioural treatment was a core element of the programme. 
Bowles (2006) argued that this type of modality can be empowering and offers 
socialisation techniques that can help with social and psychological problems 
that occur as a result of being overweight or obese. Overall, over a period of one 
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year, the LIFE programme demonstrated success in helping the fifty-three 
participants to achieve a significant weight loss. On average women lost 
fourteen pounds and men lost more than ten pounds. Most of the weight loss 
occurred in the first six months of the programme, but participants were able to 
maintain their weight loss over the remaining six months; interestingly, the 
women continued to lose weight over that time. This is in line with other 
research findings that utilised inpatient treatment programmes (James, 1999).  
Bowles (2006) also comments on participants improved ability at controlling their 
hunger and restricting their eating, they also reported less of a preoccupation 
with being thin – this was measured using psychometric tests, such as the 
Eating Disorder Inventory.  These changes, which are well documented in the 
literature, significantly improve the chances of maintaining healthy lifestyles and 
weight changes (Bowles, 2006).  
Whilst these recognised positive benefits are evidenced by Earles et al. (2007) 
and Bowles (2006), it is still difficult to conclude that these programmes can 
categorically be credited for the changes in weight. The lack of a control sample 
makes it uncertain as to whether the weight loss could have occurred because 
of other changes in the individual‟s environment. The participants for both 
studies were recruited from one military medical centre, and are therefore likely 
to be concentrated in one location. Changes such as operational deployment, 
staffing and dietary arrangements, may also have occurred alongside the 
programmes. Furthermore, it is also unclear whether these programmes 
resulted in significantly more weight loss than the regular treatment programmes 
that the military provides, because there was no comparison group.  
 42 
The effectiveness of multifaceted weight management programmes has been 
demonstrated in relatively accessible outpatient settings (Bowles, 2006); 
however, it is yet to be established as to how beneficial these are for military 
personnel who may not be able to attend military medical centres. Dennis et al. 
(1999) adopted a two-group randomised design to address a weight 
loss/management programme on board a Navy ship, whereby forty-seven men 
had failed to meet the required military weight standards. It should be noted that 
this study can be critiqued for its lack of generalisability to female Navy 
personnel. Half of the men in the study received education and support with 
behavioural modification, cognitive and emotional factors to influence their 
eating behaviours. The other half received the “usual care” from the first level of 
the Navy‟s weight programme (Trent and Stevens, 1995). 
Dennis et al. (1999) clearly demonstrated the feasibility of conducting a weight 
management programme at sea as the weight loss outcomes were significant 
for both groups and they even exceeded the weight loss found in other Navy 
programmes (e.g. Trent and Stevens, 1995). However, most of these men still 
failed to meet the designated weight standards in the Navy, and it could be 
argued that neither the mandated or treatment programme achieved the long-
term aim of supporting their personnel to maintain the Navy‟s weight standards. 
Nonetheless, the men in the treatment group lost an average of 8% body weight 
along with 7% body fat, and nearly 50% lost 9kg compared to the control group, 
who lost between 4kgand5kg with a 4% decrease in body fat. According to 
Gaston (1989) the findings for the treatment group are typical of naturally 
occurring body fluctuations during sea deployments; therefore, Dennis et al. 
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(1999) conclude that a cognitive-behavioural intervention could improve the 
Navy‟s current mandated programmes.  
There are however significant limitations to the methodology of this study, firstly 
there was no blind control over the two groups, i.e. individuals understood their 
random assignment and the men allocated to the usual care expressed anger at 
the lack of support available to them. Considering the significant consequences 
for the men that failed to lose weight, in terms of their future career, 
considerable ethical dilemmas were presented by this study. Dennis et al. 
(1999) argue that there could have been a potential rivalry/competition between 
the two groups motivating the control group to lose more weight as the 9kg 
weight loss found in the control individuals was not typical of the Navy‟s 
remedial treatment (Dennis et al., 1999; Trent & Stevens, 1995); thus, 
competition may have been a motivational influence.  
In summary, the positive results, found by Dennis et al. (1999), Earles et al. 
(2007) and Bowles (2006), support the portability of these programmes to 
military service personnel/settings, where it may be more convenient for people 
to attend outpatient appointments whilst also providing possible cost savings to 
the military. However, the changes identified took place in the context of a 
multifaceted and holistic approach, but there was no analysis into which aspects 
of the “LIFE” or “LE3AN” programmes accounted for the behavioural changes. 
Thus, further research could be conducted to investigate which aspects of the 
programmes accounted for the changes. Findings from this would most likely 
provide information that would result in more sharply focused interventions, 
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thereby increasing efficiency and convenience (Bowles, 2006) and providing 
further cost savings.  
 
1.7.3 The use of the Internet/interactive forums in military weight 
management programmes 
Given the worldwide deployment of military personnel, it is important to consider 
the flexible ways in which treatment can be offered. James et al. (2001) 
conducted a study which examined the effectiveness of providing follow-up 
programmes after an individual had initially completed the LE3AN Programme 
(see Earles et al. 2007) using interactive methods/design.. Two studies focused 
on implementing a weight management programme across the Internet as a 
platform (Hunter et al., 2008; Stewart et al., 2011). It is also noteworthy that the 
Hunter et al. (2008) study scored high on the methodological quality framework.  
Previous research has identified the Internet as having a broader and more 
accessible approach to weight management; furthermore, individuals have even 
indicated a preference for the Internet over face-to-face professional contact 
(Winett, Tate, Anderson, Wojcik, & Winett, 2005). Personnel may therefore 
benefit from utilising a “treatment” form whereby they do not have to attend 
appointments at a military medical centre. The lay literature has provided some 
promising results for the effectiveness of Internet weight management 
programmes which utilise tailored interventions, including the use of online 
discussion forums and individual monitoring feedback (Tate, 2001). 
Hunter et al. (2008) and Stewart et al. (2011) evaluated the effectiveness of 
Internet-based cognitive-behavioural programmes for weight management in 
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military settings. These programmes included the use of: online monitoring, 
goal-setting and tutorials that focused on common strategies associated with 
behavioural weight loss, including behaviour modification and stress 
management techniques (Hunter et al., 2008).  
Both studies utilised participants who were within five pounds or above their 
maximum allowable military weight standard. A robust methodology of a two-
group randomised control was used by Hunter et al. (2008). One group received 
“usual care”, which included mainly physical activity three-times a week with 
some dietary advice and the other received “usual care” and the Internet 
programme. However, one of the limitations in this design was the lack of 
objective measurement of physical activity; it was not clear what constituted 
“physical activity” – this could have involved a brisk walk or a fast run. Stewart et 
al. (2011) provided no control group and relied solely on self-reported 
information concerning body weight and size.  
With regard to the results, after six months, Hunter et al. (2008) demonstrated 
that the participants using the Internet programmes lost 1.3kg with significant 
changes in BMI and body fat, whilst those assigned to the usual care group 
gained 0.6kg. Whilst these weight loss figures can be classified as medically 
significant, they are not as significant as some other Internet-based weight 
management studies for non-military populations (Tate, 2001). This could be 
linked to the lower average starting weight, as compared to other studies, and 
the fact that participants were recruited primarily to prevent weight gain.  
Stewart et al. (2011) reported that 12% of the participants lost more than 5% of 
their weight at some point in the study; thus suggesting that this programme was 
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effective in promoting weight loss. However, this is less than the reported figures 
for the Air Force personnel; to illustrate, Hunter et al. (2008) demonstrated that 
22.6% lost at least 5% of their baseline weight. Stewart et al. (2011) had no 
human or individualised contact with their participants, compared to the 
telephone calls and online guidance provided by Hunter et al. (2008); Hunter et 
al. (2008) suggest that perhaps this is what accounts for the difference.  
The participants who reported accessing their Website more regularly, and who 
participated in thorough monitoring, had better outcomes in both of the studies. 
Hunter et al. (2008) offered motivational telephone calls throughout the course 
of their programmes, this increased use of the Internet. However, this was not 
delivered to all “treated” participants, and it was not recorded whether the 
participants who received the phone calls in fact increased their use of the 
Internet programme. It is therefore not clear as to the effect of this intervention in 
promoting more use of the programme. In comparison, the H.E.A.L.T.H Website 
used by Stewart et al. (2011) automatically collected data to evaluate patterns of 
usage in response to promotional events. Stewart et al. (2011) discovered that 
after the removal of the promotion regime, the number of repeated logins 
significantly decreased, along with significant decreases in enrolment. Stewart et 
al. (2011) concluded that promotion programmes are necessary to promote 
enrolment and utilisation over longer periods of time.   
Despite Hunter et al. (2008) using a large sample size (446 participants), all of 
the participants were from the American Air Force; thus, these findings are not 
generalisable to the rest of the military services. In addition, Stewart et al. (2011) 
obtained results over a much larger timeframe (three years), which does not 
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necessarily demonstrate the effectiveness of the programme over time. To 
illustrate, as it was not a closed/fixed group schedule, some people may have 
joined relatively late in the programme; it is therefore less clear as to the long-
term maintenance benefits of these Internet-based weight management 
programmes.  
Many personnel were unable to participate in onsite weekly follow-ups due to 
deployment – this represents an ongoing logistical concern for the military. The 
evidence suggests that successful treatment of obesity requires frequent follow-
ups and long-term treatment in order to maintain losses (Perri, Nezu, Patti, & 
McCann, 1989). James et al. (2001) examined the effectiveness of providing 
follow-up programmes after the initial completion of the LE3AN Programme (see 
Earles et al., 2007) via interactive mediums. Promising results were identified in 
regards to weight loss. Interestingly, there were no significant differences in 
outcomes between the individuals attending onsite follow-up sessions and those 
receiving follow-ups through interactive applications.  
Although the success of the James et al. (2001) study provides promising 
results for the use of interactive measures for individualised long-term follow-
ups, these findings resulted from a feasibility project that only focused on a small 
sample of forty-eight Navy and Army personnel from the USA. It is questionable 
whether these findings would be generalisable to military organisations from 
other counties where interactive measures may be less accessible, or for those 
personnel members on active operational duty/theatre. Follow-up weight 
measurements were only recorded at the three-month mark; thus, in order to 
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reach firmer conclusions, further investigation over a whole year of quarterly 
follow-ups would be needed. 
 
1.7.4 Summary  
Despite their limitations, Hunter et al. (2008), Stewart et al. (2011) and James et 
al. (2001) all claim that they have demonstrated promising results for the use of 
the Internet and interactive mediums in achieving widespread delivery and 
dissemination of evidence-based weight management programmes. Moreover, 
Hunter et al. (2008) successfully demonstrated the effectiveness of an Internet-
based cognitive-behavioural military weight management programme over 
standardised military care.  
 
1.8 Other Confounding Variables to Treatment Success  
The remaining identified studies focused their research efforts on examining 
other confounding variables to the treatment success of military weight 
management programmes.  
 
1.8.1 Adherence in military weight management programmes  
The monitoring of food, exercise and emotions are essential elements of 
cognitive-behavioural therapy within a weight management context (Baker & 
Kirschenbaum, 1993). Research suggests that treatment outcomes may be 
improved if individuals receive greater control over their treatment choice (Legg-
England & Evans, 1992). Shay et al. (2009) argued that greater autonomy of the 
monitoring methods could improve the outcomes. The study reported findings on 
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preference of food monitoring/diary tools in relation to adherence, self-efficacy 
and changes in body composition for Navy members who completed a 
cognitive-behavioural weight management programme. Shay et al. (2009) found 
no significant difference in weight loss outcomes, self-efficacy or eating patterns 
between the participants who completed their preferred diary method to monitor 
their energy/dietary intake to those using their non-preferred method.  
Despite the lack of statistical difference in adherence between the individuals 
who were given their preferred monitoring tool and those who were not, a 
greater number of entries were discovered for those working with their preferred 
method of monitoring. A relationship was also found between weight loss and 
the number of days in which food intake was recorded, i.e. better monitoring 
increased weight loss. This is consistent with the literature that acknowledges 
self-monitoring as a core intervention in CBT (Shay et al., 2009).  
There are a number of limitations to this study. Firstly, most of the participants 
had an urgent need to lose weight because of the bi-annual military weigh-ins; 
thus, irrespective of the chosen method of monitoring, all of the participants lost 
weight whilst attending Shipshape, making it less comparable to a voluntary 
civilian population. Secondly, no data was collected to ascertain the 
sustainability of this weight loss. Nonetheless, there is emergent evidence for 
the benefits of tailoring interventions to suit a person‟s preference (Shay et al., 
2009).  
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1.8.2 Demographic factors 
One study focused on the effectiveness of a weight management programme for 
other ethnicities in military services, in addition to white American; this considers 
the fact that the military is comprised of a diverse population. Simpson et al. 
(2004) suggest that ethnic minority women, in general, experience high rates of 
obesity; furthermore, African American females have poorer weight loss 
outcomes. This retrospective study focused on the effectiveness of the LE3AN 
Programme (see James et al., 1999) for active duty females of European 
American and African American origin. The programmes used the guidelines 
suggested by Kumanyika and Morssink (1997) to adapt weight loss programmes 
to work more effectively with diverse populations; this included the avoidance of 
negative stereotypes, the integration of familiar resources and improving 
accessibility.  
The results demonstrated that participation in the programme generated 
significant weight loss for both African American and European American active 
duty females. A mean weight loss of 12.12lbs was reported, falling within the 5-
10% weight standard suggested by the literature to assist individuals with 
lowering health risks (Simpson et al., 2004). In addition, there were no 
significant weight loss differences between the demographic groups.  
The dropout rate for the African American group was high; to illustrate, fifty-six 
participants enrolled but only twenty-six remained. Consequently, unequal 
sample size groups were analysed post-treatment, and the reasons for dropout 
were unknown. The attrition rate within the ethnic groups needs to be explored 
further, as it may be questionable as to whether this programme met their weight 
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loss needs. All of the other studies identified in this review reported no 
significant differences in relation to demographic factors and weight loss 
outcomes (Davis, 1996; Bowles, 2006; Dennis et al., 1999). 
The study by Simpson et al. (2004) had no control group which prevents robust 
causal inferences. The sample was also highly specific as only women were 
included in the study; thus, it needs to be replicated with men. It is important to 
note that there are proven variations in weight loss outcomes for the different 
genders of military personnel. For example, Bowles (2006) demonstrated that 
most weight loss in the LIFE Programme occurred at the six month mark for 
men, whereas the women continued to lose weight throughout the one year 
programme. Bowles (2006) argues this may be due to women being more 
practiced with food preparation and meal portioning, compared to men. This is 
an assumption made by the author and therefore needs further empirical 
investigation. 
 
1.9 Overall Summary  
This review has highlighted that there is some evidence for the clinical 
effectiveness of multifaceted cognitive-behavioural programmes for the military 
(Bowles, 2006; Davis, 1996; Dennis et al., 1999; Earles et al., 2007). Success 
has been demonstrated in both inpatient and outpatient forums, with outpatient 
programmes proving just as successful at supporting personnel to lose weight 
as inpatient programmes (Earles et al., 2007). Furthermore, Hunter et al. (2008), 
Stewart et al. (2011) and James et al. (2001) claim they have demonstrated 
promising results for the use of the Internet and interactive adaptations for 
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achieving widespread delivery and dissemination of evidence-based weight 
management programmes in the military. There is also emerging evidence to 
suggest that the “LE3AN Programme” is suitable for military personnel from 
diverse ethnicities (Simpson et al., 2004). 
Despite the demonstration of clinical effectiveness for CBT weight management 
programmes, the studies have shown that some military personnel still fail to 
meet their mandatory military weight standards even after completion of a 
weight management programme (Trent & Stevens, 1995; Dennis et al., 1999). 
Long-term reviewing and monitoring of the maintenance effects of such 
programmes is therefore needed to fully map the trajectory of weight 
management for military individuals. These findings also need to be considered 
in the context of a range of methodological factors.  
1.10 Methodological Considerations  
It has been well documented throughout the course of this review that all of the 
studies contained some methodological limitations. One of the main limitations 
across the range of studies is concerned with the lack of comparable evidence. 
Only three of the eleven studies utilised a comparison group to the mandatory 
military programme. This therefore limits and restricts the conclusions which 
suggest that multifaceted weight management programmes are more successful 
at supporting weight loss than the current mandatory programmes which focus 
solely on exercise and dietary advice.  
The body of literature also lacks generalisability in terms of worldwide military 
services, as the studies generally focused on personnel who served with the 
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United States Armed Forces; these findings are therefore less likely to be 
comparable to smaller military forces from other countries. Studies were also 
conducted in one main geographical location which meant that other changes in 
context could have contributed to outcomes. 
In addition, inconsistency in the measures used to ascertain weight loss were 
also acknowledged. Only one study (Trent and Stevens, 1995) utilised the 
Weight Reduction Index which takes into account biases for people who have 
more weight to lose, such as those diagnosed as obese. However, other studies 
included more comprehensive sets of outcome measures, such as taking body 
fat measurements for the pre- and post-treatment periods (Davis, 1996; Dennis 
et al., 1999; Hunter et al., 2008). In general, the reviewed studies focused on 
pre- and post-programme weight gain, and it is therefore unclear whether these 
results could have been biased by the larger number of obese people in the 
sample. Indeed, in the study by Bowles (2006), the average starting weight was 
216.34lbs for men with a standard deviation of 25.97 – this demonstrates a large 
variability.  
The studies reviewed also lacked longitudinal follow-ups; all of the identified 
studies stopped recording data after the one year mark, and some only 
ascertained weight maintenance to the six month mark (Davis, 1996). There is 
no evidence to ascertain whether the individuals who lost weight returned to 
normal operations or whether they were removed from military weight 
monitoring. This information could have contributed to establishing whether 
multifaceted programmes, which adopt cognitive-behavioural components, are 
worth investment for the military.   
 54 
 
1.11 Clinical and Service Implications for the Military 
The current weight management programmes offered in the military appear to 
be sporadic; furthermore, the research generally concentrated on individuals 
serving within the United States Armed Forces. The military may want to 
consider implementing a more unified approach to weight loss by incorporating a 
multifaceted cognitive-behavioural featured programme into their existing “usual 
care” approach, as these types of multifaceted programmes have been shown to 
be more successful in supporting personnel to lose more weight than the 
mandatory methods which mainly consist of exercise (Dennis et al., 1999).  
There are also additional clinical implications for the military, in terms of their 
need to adapt weight management programmes to meet the diverse needs of 
their personnel. There is evidence to suggest that interactive methods, such as 
web-based design, the Internet and tele-health applications, are effective in 
providing treatment follow-ups and supporting positive weight loss outcomes 
(Hunter et al., 2008; James et al., 2001). Furthermore, ethnic minorities and 
culturally different groups within the military can also benefit from such 
programmes (Simpson et al., 2001); consequently, this may help with wider 
application.  
It has been demonstrated that individualised feedback, with regards to 
monitoring and support, is more successful in achieving better weight loss 
outcomes than generic feedback (Hunter et al., 2008). It may therefore be 
necessary to review the current type of individual support provided within the 
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mandatory programmes in order to increase the effectiveness of these 
programmes.  
 
1.12 Future Research  
There are various areas in which future research could be directed; for example, 
developing a greater understanding of the relapses associated with weight loss 
programmes as well as the elements which entice individuals to either stay or 
leave a programme. In doing this, assessing the impact of motivation and 
pressure to attend military programmes may be of relevance. Most of the studies 
concluded that the military are a highly specific population in that they do not 
voluntarily attend weight management programmes.  
Many of the programmes detailed by the studies identified in this review 
discussed the core ethos of their treatment as one of healthy living rather than 
solely weight loss. Further research is needed into how the dimensions of 
wellness and healthy living relate to motivational factors for weight loss. 
Furthermore, exploration of how these can be supported and encouraged in the 
military is needed.  
Further research is also needed into demographic factors, such as gender and 
ethnicity, in order to determine whether they influence the effectiveness of 
multifaceted weight management programmes. Some of the identified studies 
focused solely on men (Dennis et al., 1999), they therefore require replication to 
ascertain the feasibility of such programmes in wider deployment settings. 
Simpson et al. (2004) also used only a small sample size, with a range of ethnic 
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groups in one area/service of the military, this warrants further follow-up and 
investigation across wider ethnic groups.  
The impact of group settings to a programme‟s success also needs to be further 
understood. Bowles (2006) suggested that feedback from the other personnel 
completing the “LIFE Programme” was the second most important motivator to 
reinforce weight loss. Furthermore, social support appears to correlate to 
success in some civilian weight studies by helping to maintain weight loss 
(Kopelman, 2007). Further investigation into military social climates may help to 
identify and promote weight loss whilst also decreasing dropout rates. 
1.13 Conclusions  
This review has highlighted evidence of the clinical effectiveness of multifaceted 
cognitive-behavioural programmes for the military (Bowles, 2006; Davis, 1996; 
Dennis et al., 1999; Earles et al., 2007). Furthermore, studies which adopted 
randomised control designs highlighted more positive outcomes in regards to 
weight loss than the standard and universal usual care procedure adopted in the 
military in the USA (Dennis et al., 1999; Hunter et al., 2008). This review 
highlights that the incorporation of a multifaceted programme, that includes 
individualised feedback and monitoring (Hunter et al., 2008), within the 
standardised weight management programmes may be useful in helping 
personnel lose more weight and improve their quality of life (Bowles, 2006).   
In line with the second aim of this paper, the reviewed evidence suggests that 
further research should be completed in order to ascertain longer term weight 
management outcomes. In particular, further longitudinal evidence is needed to 
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determine whether individuals actually met the military weight standards. The 
evidence reviewed is restricted to personnel members of the United States 
Armed Forces, and most of which included relatively small sample sizes; in 
addition, high relapse rates occurred even in these small sample sizes. Further 
research should not only concentrate on the effectiveness of military weight 
management programmes in other countries, but further understanding is 
needed as to the elements which motivate personnel members to stay in a 
weight management programme. Finally, individual weight loss did occur in the 
context of a multifaceted and holistic weight management programme; however, 
further analysis is needed to determine which aspects/components of the 
programmes actually accounted for the desired behavioural changes. 
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2.0 Abstract 
This study adopted a qualitative phenomenological approach to explore the lived 
experiences of UK Army veterans‟ transition from active military duty to civilian 
life. Eight male veterans took part in a semi-structured interview, the data was 
then analysed using Interpretive Phenomenological Analysis (IPA) techniques. 
Four super-ordinate themes emerged from the analysis of the interviews. Firstly, 
“Consequences of leaving the Army: I‟m on my own now” comprised of sub-
ordinate themes that reflected the veterans‟ experiences of feeling isolated and 
abandoned since leaving the Army, coupled with negative emotional 
consequences. The super-ordinate theme of “Them and Us” refers to the 
perceived differences in mentality between veterans and civilians. The third 
super-ordinate theme, “Surviving civilian life” was grounded in the veterans‟ 
experiences of coping/managing their transition out of the Army. This theme 
reflects maladaptive strategies, including the use of alcohol, but it also 
incorporates the role of resilience and support from specific veteran support 
services. The final super-ordinate theme was “Constructing a new identity”which 
referred to the veterans‟ experiences of attempting to merge a familiar military 
identity with new roles within a civilian, working and home, environment. 
Methodological limitations and clinical implications were also discussed. 
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2.1 Introduction 
The research by Iversen, Nikolaou et al. (2005) indicates that many military 
serving personnel have successful reintegration experiences and only a minority 
fare badly after service. However, transition into civilian life is not without its 
challenges, and the impact of re-entry permeates into many aspects of a service 
member‟s life (Beder, Coe & Sommer, 2011). There continues to be a limited 
amount of research exploring these military transitions. Most of the literature 
focuses on specific groups of military personnel leaving the forces, such as 
those with an acquired disability obtained from operational tour or mental health 
problems such as Post-Traumatic Stress Disorder (PTSD); in general these 
studies are centred on samples drawn from personnel who have seen active 
service within the United States of America‟s Armed Forces. Under recent 
changes implemented in the United Kingdom (UK),by the Ministry of Defence 
(MoD), there will be substantial reductions in the regular Army as a result of the 
linked redundancies initiative (The Strategic Defence and Security Review, 
2010). This makes the rationale for further research into the effects of personnel 
leaving the Armed Forces in the UK more important than ever; thus, information 
in this area would help to create appropriate and tailored support services.  
 
2.1.1 Family integration difficulties  
When an individual moves from active military duty to civilian life they are often 
not alone as they regularly return with families and partners. Integration appears 
to be more difficult when there are pre-existing couple or family vulnerabilities, 
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alongside service member injury and/or mental health problems (Peebels-
Kleiger & Kleiger, 1994).  
Several studies have attempted to explain the reasons for difficulties in family 
integration, during these transitions. Drumment, Coleman and Cable (2003) 
suggest the families or partners of veterans may experience a loss of autonomy, 
previously they would have run the household in the veteran‟s absence; thus, 
their return results in an adjustment of these roles and functioning actions. 
Peppels-Kleiger and Kleiger (1994) suggest that veterans have been trained in a 
specific manner for a specific purpose; this may have been very adaptive for 
them in the military, but it may prove to be problematic when at home.  
 
2.1.2 Mental health problems in service leavers  
There is a growing body of literature that reports mental health problems in 
veterans, including PTSD, depression and generalised anxiety. Hogue, 
Auchterlonie and Milliken (2006) found that 16% to 19% of returning Operation 
Iraqi Freedom2 military personnel and 11% of returning Operation Enduring 
Freedom3 met screening criteria for at least one of these problems. Iversen, 
Dyson et al. (2005) suggest that those most vulnerable to mental health 
problems were demographically single and from enlisted ranks as opposed to 
commissioned ranks. Furthermore, they described a gap between those 
reporting mental health problems and those seeking treatment.  
                                                             
2 This is the US Department of Defence’s designation for military deployments within Iraq. 
 
3 This is the US Department of Defence’s designation for military deployments within Afghanistan. 
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Various factors appear to contribute to veterans not seeking help, in particular 
centring on the concept of stigma and the adoption of avoidance strategies, 
including: using alcohol as a primary coping mechanism (Snell & Tusaie, 2008). 
Research has also demonstrated that a sense of resilience and stoicism may 
also explain why ex-service personnel fail to seek help. This has been amplified 
further by the emphasis in military culture on masculinity, courage and resilience 
(Iversen, Dyson et al., 2005). Mansfield, Bender, Hourani and Larson (2011) 
suggest that personnel in “leaving or transitional” states are a critical target 
population for mental health screening, surveillance and intervention, as it is 
apparent that some ex-personnel experience a delayed onset of mental health 
difficulties. 
Walker (2010) reports on the various assistance options available to military 
personnel by commenting on the Armed Forces resettlement package which 
intends to help with the transition from military to civilian life; this package 
consists of a cash payment, advice on jobs and training whilst also placing an 
emphasis on practical rather than emotional support. Upon leaving the Armed 
Forces in the UK, responsibility for medical care is passed to the National Health 
Service (NHS); Walker (2010) describes this route as being inappropriate for the 
specific needs of the leaver as this compares unfavourably to the provisions 
available in the USA. However, a few other initiatives are implemented to 
improve the treatment of veterans in the UK, such as the “Combat Stress” 
organisation– a charity working with veterans of the British Armed Forces who 
require support for mental health problems. 
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2.1.3 Transition experience 
Staden (2007) suggests that there are clearly differences in the outcome of 
transition experiences for personnel moving from military to civilian life; as such, 
some have successful transitions whilst others experience poor transitions. 
Poorer transitions have been associated with access to welfare and the UK 
military‟s preference of informal rather than formal services. Those most at risk 
of poorer transitions, according to Staden (2007), include those who grew up in 
care, low income homes or in families with conflict. 
Further studies have explored veterans‟ transitions and readjustments out of the 
military. Beder et al. (2011) utilised a sample of US Army veterans to identify 
potential trigger areas of transition experiences in order to help mental health 
practitioners with subsequent interventions. The results demonstrated that 
women veterans had specific transitional difficulties in terms of familial 
integration, and older veterans were more likely to experience difficulties in 
personal, family and work integrations. Contrary to some of the previous 
literature on family integration, this study also found a buffering effect of 
reintegration for veterans who were in a permanent relationship and had 
dependent children. However, there were more problems experienced in 
integration for those with direct combat experience and for those who had been 
wounded.  
In terms of clinical implications, Beder et al. (2011) concluded that clinicians 
need to explore combat exposure, length of deployment and war-related 
experiences to assess the importance of these factors in the choice of treatment 
approaches. The researchers also highlight the need for study replication with 
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veterans from other serving countries, as these veterans may return to different 
economic, social, cultural and healthcare systems.  
One study explored the challenges facing individuals of post-active duty 
(Demers, 2011). This study utilised a qualitative thematic analysis methodology 
in the form of focus groups with forty-five participants. The aim of the study was 
to describe the real life/lived experiences of returning USA veterans‟ in terms of 
community reintegration. Emerging themes from the participants‟ responses 
identified: difficulties losing the military identity and tension between civilians and 
returning personnel who felt frustration over the lack of knowledge of military life 
in civilian environments. Demers (2011) described the perceived civilian and 
military cultural gap as an explanation for veterans‟ experiences of feeling 
misunderstood and disrespected, leading to their isolation.  
Brewin (2010) investigated a sample of UK veterans, this study was specific to 
war pensioners and those diagnosed with PTSD; it is therefore not 
representative of all veterans. Brewin (2010) reported several key themes 
associated with veteran transition experiences, some of which were conferred 
by Demers‟ (2011) study which considered: feelings of bewilderment, isolation, 
disillusionment and a lack of appreciation by civilians.  
Local NHS service guidelines in the UK have begun identifying the unmet 
healthcare needs of the veteran population. NHS Bedfordshire, in 2012, 
conducted a Veterans Mental Health Needs Assessment; they later issued key 
service implications that were based on feedback from the veterans. 
Interestingly, the assessment highlighted that healthcare facilities, such as 
General Practices (GPs), whom veterans first come into contact with, should 
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have a better understanding of veterans‟ specific mental health needs as well as 
a deeper understanding of the experiences of being a veteran in order to 
support successful engagement with services for veterans.  
 
2.1.4 Rationale for the present study 
Quantitative research in the military has focused on factors that increase the risk 
of further difficulties and problems in transition, including age, gender and 
mental health problems (Beder et al., 2011). It is important to note that little is 
known about veteran experiences of leaving the Army or their perceptions or 
descriptions of the process of reintegrating into society. Demers (2011) provided 
a wealth of information and emergent themes about reintegration, from the USA. 
Thus, future research should be conducted with personnel leaving the military in 
other countries, in order to consider the different discharge procedures as well 
as the different social and healthcare contexts. Furthermore, there is a gap in 
the literature concerning the experiences and perceptions of support that service 
leavers receive whilst in transition.  
A phenomenological interpretative approach is deemed most appropriate for 
capturing the real life experiences of personnel in transition. This is based on the 
assumption that when people experience a major life event, including leaving 
the Army, the multidimensional aspects of their response: cognitive, affective 
and existential, come to the fore. A holistic phenomenological approach is 
particularly appropriate at capturing such information (Smith, Flowers, & Larkin, 
1999). By using this methodology the current study will add to the literature base 
by providing rich and detailed information about the process as well as unique 
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experiences of individuals leaving the Army. It is hoped that emergent themes 
from the reported experiences could then be incorporated into local policies and 
training schemes to help increase awareness for future service leavers. 
 
2.1.5 Aim of the study 
The overall objective of this study is to explore and examine the real life 
experiences of UK Army veterans, in their transition from military to civilian life. 
A group of Army veterans who attended a specific veteran support agency were 
included in the study. The research will also aim to provide in-depth information 
by addressing the following “secondary” research questions – these can only be 
answered at the more interpretative stage and are therefore grounded in the 
phenomenological accounts (Smith, Flowers & Larkin, 2009):  
1) How do veterans perceive their experiences of support services in the 
UK? 
2) How do veterans describe and perceive how they cope with their 
transition experiences? 
 
2.2 Method 
2.2.1 Ethical approval 
Ethical approval was granted from Coventry University (Appendix E). In addition, 
informed consent was obtained from all participants; it was also made clear that 
they could withdraw from the research at any time without explanation. A 
participant could potentially become distressed at any point during the interview; 
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as a result, the researcher would regularly offer to stop the interview, give 
support and signpost the veteran to any relevant agencies. 
 
2.2.2 Design  
A qualitative methodology was deemed appropriate in order to address the 
“lived experiences” and personal participant accounts of transition from military 
to civilian life – this approach would allow for in-depth views and experiences to 
be expressed. The study utilised semi-structured interviews, and according to 
Smith and Eatough (2007), this method is a widely used means of allowing 
participants the opportunity to provide open and thorough accounts of their own 
stories.  
 
2.2.3 Participants and recruitment  
A small homogenous sample of eight veterans, attending the same veterans 
support service, volunteered to be interviewed about their experiences of 
transition from active military duty to civilian life. A purposive sampling method 
was adopted as opposed to random sampling which is consistent with the 
qualitative paradigm followed. Interpretive Phenomenological Analysis (IPA) is 
an idiographic approach concerned with understanding phenomena in particular 
contexts; therefore, a small sample size of eight was permissible (Smith et al., 
2009). 
As mentioned, the veterans were recruited from a specific veterans support 
service. This was a local, charity-led, organisation which offered volunteer 
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opportunities and practical support to veterans, as well as a chance to meet 
other veterans.   
The inclusion criteria required that participants were male and had: been 
veterans/service leavers for at least one year, served in the British Army, and 
had been on at least one operational tour. Any participants which had been 
medically discharged or had acquired a disability were not approached due to 
concerns that their transition process may be significantly different to those who 
had decided to leave or had served a full military career (twenty-two years). The 
names of the participants have been changed in order preserve anonymity.  
A total of eight participants were identified in the initial recruitment stage. A table 
of participant demographics has not been included to protect anonymity. There 
was a wide variety of ages amongst the participants, the mean being forty-three 
years (with a range of: twenty-five to sixty-six years). There were various 
reported reasons for leaving the Army, including a commitment to relationships 
and having served a full military career. Variability was also observed in the 
average length of time since the veteran had left the Army and taken part in the 
interview, with the mean being eight and a half years (range: one and a half to 
twenty-three years). For some participants many years had passed since 
leaving the Army and taking part in the study; however, in line with the IPA, it is 
still the person‟s own perception of their experience as well as how the 
individuals have since made sense of the “phenomenon” that this study is 
interested in.  
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All but one of the participants was of British ethnicity, and there was a range of 
countries that participants had served in active duty/operation in, including: 
Afghanistan, Northern Ireland, Iraq and Kosovo.  
Each participant was approached by the manager of the veterans support 
service and given an “Information Sheet” (Appendix F). This information sheet 
included the researcher‟s contact details in case they had any further questions 
or in case they would like to take part in the study. When contacted by a 
participant, the researcher arranged a time to meet to conduct the interview.  
 
2.2.4 Materials 
A copy of the semi-structured interview schedule, utilised in this study, can be 
found in Appendix G. The schedule aimed to elicit participants “real life 
experiences of transition” as this addresses the main aim of this study. Further 
to this, the schedule also enabled participants to discuss their experiences of the 
type of support, if any, they received. The schedule was developed according to 
guidelines by Smith et al. (2009); a copy of which can be found in Appendix H. 
As suggested in the guidelines for constructing a semi-structured interview, an 
additional researcher reviewed the schedule. A clinical psychologist acted as the 
additional researcher.  
 
2.2.5 Interview procedure  
Semi-structured interviews were conducted by the lead researcher in February 
2013. All of the participants were interviewed at the veteran‟s service, and 
consent forms were completed before the interviews commenced (see Appendix 
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I). The interviews lasted between thirty and sixty minutes, they were recorded by 
dictaphone and then transcribed verbatim.  
 
2.2.6 Analysis 
The principles of IPA (Smith et al., 2009) were adopted to analyse the interview 
transcripts. IPA is concerned with how people make sense and apply meaning 
to their experiences. It is phenomenological, which means it involves detailed 
examination of the real life, lived, experience and explores the individual‟s 
personal account and perception of an event (Smith & Osborn, 2008). It is 
interpretative in that it attempts to understand the meaning behind the accounts. 
The approach also remains mindful of the double hermeneutic in the 
interpretation of the data, with the position of the researcher being important.  
Further detail on the guidelines followed to complete the analysis, alongside two 
extracts from analysed transcripts, can be found in Appendix J. In addition, an 
audit trail demonstrating the line by line coding of any emerging themes (sub-
ordinate to super-ordinate) and the main construction of the overall themes can 
be found in Appendix K. 
 
2.2.7 Position of the researcher  
At the time of interviewing, the researcher was employed as a trainee clinical 
psychologist, on a clinical placement in a mental health team for the Ministry of 
Defence. The researcher was therefore aware of some of the terminology used 
in the military as well as various discharge procedures; but, the researcher was 
a civilian when conducting the interviews, rather than a member of the military 
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chain of command. During the research process, the interviewer was particularly 
influenced by models rooted in the engagement and motivation of people 
wanting to change, such as motivational interviewing techniques (Miller & 
Rollnick, 2002). Consequently, the researcher was likely to draw on some core 
skills in the ethos of the approach, such as reflective listening and building 
empathy in the research process. This compares favourably with the core skills 
outlined by Smith et al. (2009) for a semi-structured interview procedure. 
 
2.2.8 Credibility of analysis  
Guidelines pertinent to qualitative research were followed in order to ensure an 
appropriate and valid scientific review of the manuscripts (Elliott, Fischer &, 
Rennie, 1999). Credibility checks were conducted to ensure that the themes and 
categories compared well with other researchers‟ thoughts and ideas. One 
manuscript was therefore analysed by a fellow trainee clinical psychologist, this 
followed the same IPA guidelines as the lead researcher (Smith et al., 2009). An 
example of this analysis can be found in Appendix L. Finally, supervision was 
also sought from a qualitative researcher, to help support the constructing of the 
themes. This offered the opportunity to check that the lead researcher‟s coding 
was in line with others, who had not been heavily involved in the research; thus, 
ensuring that the themes remained grounded in the data. 
 
2.3 Results 
The IPA of the interview data revealed four main super-ordinate themes which 
captured the real life/lived experiences of the veterans interviewed; these are 
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summarised with their related sub-ordinate themes in Table 2. Prevalence was 
not the only factor in the selection of the emerging themes, but the richness and 
articulation of certain experiences was also considered. The super-ordinate title 
“constructing a new self-identity as a veteran” reflects the researchers‟ interest 
in the “psychological construct of the self”; whilst this was not overtly expressed 
by the veterans, it is connected to what they said and is, thus, in line with the 
process of IPA (Smith et al., 2009).  
Table 2: Super-ordinate and sub-ordinate themes 
 Super-ordinate themes Sub-ordinate themes 
Theme 1:   The consequences of leaving the 
Army:  
 
“I‟m now on my own”.   
I have lost my Army family.   
 
 
Abandonment by the Army. 
Theme 2: Them and us. Do I fit in? 
 
Holding on to military life. 
Theme 3: Surviving civilian life. The use of alcohol: a journey. 
 
Personal qualities that have 
facilitated re-engagement 
structure and direction. 
Theme 4: Constructing a new identity. Identity as a veteran. 
 
Veteran‟s service provides a 
group identity. 
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2.3.1 Super-ordinate theme one: the consequences of leaving the Army:  
“I‟m on my own now” 
All eight participants spoke openly about the consequences of leaving the Army 
and joining civilian life. Underpinning this theme were the veterans‟ experiences 
of feeling abandoned by the Army. 
 
2.3.1.1 Sub-ordinate theme one: “I have lost my Army family” 
Many of the participants described the process of leaving the Army as 
emotionally distressing. Two emotions were commonly reported as being 
experienced by participants in transition, namely grief and guilt. These emotions 
were driven by the removal of a secure and safe attachment relationship in the 
veterans‟ lives. They saw the Army as family, security and safety, and leaving 
this relationship provoked strong emotional reactions.  
With regards to the experience of grief, many participants compared their 
transition from the Army to “bereavement”, in terms of feelings of grief and loss. 
Participants communicated a sense of loss at no longer belonging to military life. 
Jack vividly describes the emptiness felt when he left the Army:  
A big piece of your soul is ripped away, there is a big emptiness, one minute you 
belong to something and the next you’re an ex and this is a big piece of soul 
crushing (Jack, 161-164). 
Veterans also spoke about the loss of companionship and support that they had 
previously obtained from the Army. The cohesiveness and belonging is 
something that all veterans missed and the loss of this appeared to activate 
further negative emotional consequences, such as feelings of sadness. 
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Furthermore, veterans felt they were not able to recreate a sense of belonging in 
civilian working team environments – this prolonged the sense of grief further, as 
Tom describes:  
I mean the police...they treat you exactly like civilians and some eighteen year old 
is filling in the same application as someone who has done twelve years in the 
Army (Tom, 260-264).  
On an interpretive level, the interview data revealed that the veterans also 
referred to the loss of military power and rank since leaving the Army. They 
referred to their rank and responsibility as something highly valued by 
themselves and the rest of the Army. Veterans experienced a sense of loss of 
the associated power, responsibility and identity that was attached to their 
military rank – they felt like it had been removed in the civilian world. A quote 
from John captures this experience: 
Coming out of the Armed Forces was like a bereavement, I suddenly went from 
being a Sgt Major to a nothing and joining the rest of the people (John, 56-57). 
Feelings of guilt were also commonly expressed, arising from four of the eight 
veterans. These veterans acknowledged that they were no longer actively “being 
there” for colleagues as they were unable to do anything to help those left 
behind, since they had become civilians. Hank demonstrates just how powerful 
this sense of guilt was for him: 
I had this overwhelming feeling of guilt. I think my breakdown was about not being 
around and not being able to do anything(Hank, 74-78). 
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This guilty feeling also extended into some of the veterans‟ new lives as 
civilians; Tom in particular suggested that the feeling of guilt does not leave you 
whilst in new working roles: 
When I was in the Specials, I was feeling so guilty about not helping in the 
Birmingham riots, but just watching on telly (Tom, 515-516). 
 
2.3.1.2 Sub-ordinate theme two: “abandonment by the Army” 
Many of the interviewed veterans implied that they had been, or felt they had 
been, abandoned by the Army; they were now alone as civilians without Army 
support. This is clearly shown in the following quotes: 
It’s like you’re gone out the door, that’s it and there is this cry to get back in (Jack, 
168), 
One day in the Army and the next I was out and had to get on with life(Lewis, 18). 
In addition, feelings of frustration with the Army, for not doing enough to prepare 
veterans for the emotionally distressing impact of transition, were also found. 
These feelings were compounded by feelings associated with being “kicked out” 
with no return; they felt that the Army was no longer interested in them. Lewis 
describes the limited support that he received in transition: 
Yeah well in the military you got all your mates, mucker’s and stuff, all banter. 
When you come out you got nothing, no support, no nothing (Lewis, 61-64). 
2.3.2 Super-ordinate theme two: “them and us” 
This second overarching theme is underpinned by the perceived differences 
between veterans and civilians – this included feelings that were distinctively 
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different with regards to how they approached work and life. Veterans continued 
to hold on to, or made new links with, previous military mentalities which 
continued to endorse a “them and us” (civilian/veteran) division.  
 
2.3.2.1 Sub-ordinate theme one: “do I fit in?” 
It emerged from the veterans‟ experiences that a feeling of “not fitting with a 
civilian view of the world” was underpinning their sense of isolation. Further 
analysis encapsulated a growing sense of dissatisfaction with civilian attitudes. 
Veterans couldn‟t understand the way civilians approached their life and work. 
Veterans referred to their team existence in the military, where you worked hard 
and looked after each other in order to get things done; this was described as 
the general mentality of the Army. They all referred to this as being in stark 
contrast to the civilian way of being, as described by Jack: 
In civvy street, it’s just a bunch of backstabbing, thieving, lying... they are all the 
same and you lose trust in society and you’re behind the door, curtains closed in 
the backroom (Jack, 135-137). 
Some veterans perceived the civilian world to be a threatening place and this 
was underpinned by feelings that civilians were untrustworthy and incomparable 
to people in the Army. Veterans were unable to turn off their in-built military 
training, such as the fight/flight response to manage perceived threats in the 
community. Jack‟s quote demonstrates how his isolation was compounded by 
his retreat into his home where potential threat triggers would be limited: 
I mean if you’re sitting in a room and got the curtain closed and there is noise and 
you can’t see out the window, your head will fill the gap, just retreat into a back 
room…isolation (Jack, 32-36). 
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The interview data indicated a strong sense of feelings of “difference” in civilian 
society, as described by Paul:  
You go for a run and feel that people are staring at you(Paul 69-70). 
Veterans referred to their set of unique skills, that were developed during their 
service with the Army, as being unrecognised in the civilian world. Two of the 
eight veterans described in detail the various courses that had attended and the 
skills they had built whilst in the Army. Moreover, they expressed a sense of 
superiority and popularity that they had achieved whilst doing this. However, it 
emerged, from their experiences, that this meant “nothing” in the civilian world, 
as described by John: 
I mean I was highly qualified, a Sergeant Major, I had a lot of management skills, 
but they were only recognised in the Army itself and not really appropriate on civvy 
street (John, 16-20). 
 
2.3.2.2 Sub-ordinate theme two: “holding on to Army life” 
There was a strong desire throughout the veterans‟ experiences of wanting to 
embrace or continue military ways of life, this included continuation of the team 
mentality and maintaining familiar coping mechanisms such as the use of 
humour and alcohol. This reflects that the veterans utilise similar and familiar 
ways of coping. Veterans describe “having a go” at being civilian, or connecting 
with civilian working roles, but not enjoying it and retreating back to isolation or 
to what they know best. The following quotes describe the manner in which the 
veterans attempt to keep their Army life alive:  
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Can’t get it with civvies, but I have an Army mate and we still got that squaddie 
manner (Hank, 55), 
I helped at sea cadets and Army and I was back in the military environment (Jack, 
214-215). 
Furthermore, many veteran experiences, including military ways of responding 
to perceived threats or managing certain social situations, were deemed to be 
inappropriate to civilian cultural norms. This led to further isolation for veterans 
who were excluded by new social groups. John describes times when he was 
physically and verbally abusive, in his military career he was able to manage 
these situations, but this would be deemed problematic and less acceptable in 
civilian social environments: 
When you leave the Army and this fight/flight cascades into civilian life, it stays 
with you and there’s no way of reducing it (John, 115-118). 
Veterans‟ experiences of their relationship difficulties were also centred on with 
regards to the continuation of military ways of coping with stress which are not 
deemed suitable by civilian ways. Veterans described that their partners would 
identify negative elements – this constant reminder of inappropriate behaviours 
consequently led to a strain on relationships; as demonstrated by Jack: 
My better half said she liked my sense of humour as that’s how I got on in the 
military but I didn’t know when to turn it off and she had to keep telling me it was 
not appropriate to be funny all the time (Jack, 17-21). 
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2.3.3 Super-ordinate theme two: surviving civilian life  
This super-ordinate theme is grounded in the veterans‟ experiences of coping 
and managing their transition out of the Army. It refers to some of the 
maladaptive coping strategies, including the use of alcohol, but it also considers 
the role of resilience. Finally, this theme highlighted the positive benefits of a 
specific veterans‟ support service. 
 
2.3.3.1 Sub-ordinate theme one: the use of alcohol: a journey  
All interviewed veterans spoke of their experiences of managing their alcohol 
intake whilst in transition. Many spoke of alcohol being central to the culture of 
the Army and saw their drinking behaviours continuing after leaving. This quote 
by Hank summarises the familiar culture of drinking: 
There was a lot of alcohol around, especially when in the Army, big, big drinking 
culture and it was just like normal really (Hank, 57-58). 
All of the interviewed veterans utilised alcohol as a means of “coping” with 
distress, but there were differences between them with regards to the nature of 
the distressing situation that produced the drinking behaviours. Paul provides an 
example of his relationship with alcohol after being made redundant, and Tom 
focuses on how alcohol helped him manage his anxiety: 
Second year found my feet, but got made redundant no fault of my own and went 
back to the drink (Paul, 75), 
I admit to turning to drink…I needed it to stop that fight/flight response coming in 
(John, 126-127).  
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All of the veterans described changes in their drinking behaviours after their 
initial transition. Several years after leaving the Army these experiences had 
changed somewhat from a reliance on alcohol, to feeling better and able to 
manage their drinking whereby most didn‟t drink at all. These experiences reflect 
a transitional journey with alcohol. It was apparent that more supportive 
relationships helped the veterans to gain control in their life, such as finding new 
stable jobs or support from veteran services which meant that drinking alcohol, 
as a coping mechanism, was no longer required; to illustrate: 
My missus soon snapped me out of it sharpish, or she was going to leave(Paul,76). 
2.3.3.2 Sub-ordinate theme two: personal qualities that have facilitated re-
engagement 
Several personal qualities were described by the veterans as helping them to 
manage their transition into civilian life. It was revealed that the “work 
ethic/attitude” was a common theme which supported veterans in “getting up 
and getting on with things”. It was common for the interviewed veterans, such as 
John below, to describe themselves as hard workers who were willing to keep 
busy: 
I was a hard worker and my manager described me as dynamic in my manner 
(John, 136-37). 
Similarly, the veterans spoke of the personal quality of being “pro-active” as 
helpful in the transition period. Within the spectrum of being pro-active there 
were some differences in how veterans used this quality to manage their 
journey. James for example discussed his experience of moving his family out of 
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the Army barracks before leaving the Army, he felt that this helped with 
integration into the community. In addition, Tom spoke of his experience of 
finding a job that utilised his skills and interests along with making contacts with 
civilians before he left the Army.  
I found myself into a good neighbourhood and good community and into a good 
establishment (James, 24-30), 
I had set myself up in my last year… I had sorted a job, I had done a            plumbing 
course (Tom, 9). 
 
2.3.3.3 Sub-ordinate theme three: structure and direction  
The veterans described the support service they attended as beneficial in 
providing practical advice. Veterans spoke of the shock of adjusting to everyday 
civilian tasks, namely paying bills and finding somewhere to live. This is 
managed for personnel whilst in the Army; thus, the veterans felt they were 
unprepared for managing these tasks, as Paul explains:  
I think at first it was mainly money worries, when you get paid that was it your rent 
and bills paid for, so that was quite difficult having to pay out for bills (Paul, 2-5). 
Three of the eight participants expressed feelings of being “lost” and needing 
direction when they left the Army. Whilst in the Army, the veterans existed in the 
hierarchal context of the military where direction and promotion were at 
forefront. In contrast, when out of the Army, these veterans spoke of struggling 
to manage their own direction in life with regards to employment and 
relationships. The veterans service supported them to feel like they had a sense 
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of purpose of “doing something” again. The following two quotes demonstrate 
these notions: 
Knowing where to go with things…I mean with the veterans service it’s been 
brilliant, the first time I’ve had proper help; I’ve had direction (Paul, 67-69), 
Well when I first started coming here we had a purpose, getting up every day and 
coming in, helping each other out, essentially like a military environment (Jack, 
277-280). 
 
2.3.4 Super-ordinate theme four: constructing a new identity  
This theme refers to veteran experiences of reconstructing their identity through 
the transition period, since leaving the Army. It represents the manner in which 
veterans attempt to merge their military identity and military context with new 
roles in a civilian working and home environment. It also refers to the attempts to 
re-capture a group or shared identity with military values, through the veterans‟ 
support service.  
 
2.3.4.1 Sub-ordinate theme one: identity as a veteran  
The veterans spoke about difficulties in fitting into a civilian world. The 
cumulative effect of isolation, limited recognition of skills and perceived 
differences in attitudes, led some participants to feel like they were “starting 
over” and needing to “find themselves again” in the bigger civilian, and almost 
alien, world; to illustrate, Paul notes: 
It was like the world just went big, took me three and half hours to drive back and I 
was like what do I do now (Paul, 45-45). 
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Many of the veterans had volunteered; it appears as though central to a 
veteran‟s identity is that they continue to help people as they did in the Army. 
This replicates a feeling of working for a worthwhile cause and making a 
difference, similar to that of being in the Army. The veterans had their own 
familiar military traits which they attempted to integrate with civilian norms which 
resulted in the formation of a new veteran identity; as such, Bill stated: 
I like helping people at the veterans’ service; I always help out people before myself 
(Bill, 212). 
Veterans view themselves as uniquely different from general civilians and they 
would not label themselves as “civilian”. Instead their veteran identity has been 
constructed of traits from their military life such as “I am a hard worker” and“I 
can help people”, but this identity is adapted into a civilian world. Veterans also 
need to integrate other important self concepts into their identity, or make 
adaptations to previous ones, in order to continue to function in the civilian 
world. Thus, it is important to ask for help and guidance when needed 
(described by Tom) and it is important to understand the differences amongst 
civilian people: 
I didn’t know about the mortgage process but found out about it, I didn’t know 
how to run a business but found out about it (Tom, 444-445).  
 
2.3.4.2 Sub-ordinate theme two: veteran‟s service provides a group 
identity  
The veterans expressed concerns about the lack of understanding of the military 
by civilians, this makes integration more difficult. Some of the veterans spoke of 
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how the specific veteran‟s service offered them familiar military traits, such as 
“camaraderie” and “banter”, which are not experienced in civilian life. 
Furthermore, their experiences alluded to the creation and formation of a 
veteran group identity; centred on shared experiences of being in the Army and 
the re-construction of previous military ways of being: 
It’s the banter, camaraderie, you’re not looked down upon and you’re treated as 
equal – I love it (Lewis, 4). 
The veteran‟s service offered a place for emotional support allowing the 
veterans to feel part of something again, with people who have a shared and 
common experience, as demonstrated by James. Further to this, it provides a 
place where they can thrive using their previous military ways and whilst 
experiencing a team mentality and a sense of belonging: 
It’s a place for ex-service personnel, who can pop in and get involved. I have 
enjoyed sharing my knowledge and helping people. It keeps the helping mentality 
of the Army going (James, 212-215). 
Veterans spoke positively about the familiarity of being with individuals with 
shared common experiences which provided feelings of being understood. 
Consequently, the veterans felt good and able to cope, as described by Jack:  
I came in when it was the anniversary of an incident that happened which I have a 
lot of guilt about, I said I might have to shoot off but would give it ten minutes to 
see how it went... but, the minute I got chatting to the lads I felt better, and that’s 
how it is… (Jack, 123-128). 
Differences were present in the experiences of veterans within this shared 
support service; some commented on the communicative nature whilst others 
referred to the sense of belonging. This could be interpreted as the unique ways 
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in which the veterans were using the service to exist, survive transition and find 
themselves again in a civilian world.  
 
2.4 Discussion 
The aim of this present study was to explore the real life/lived experiences of UK 
Army veterans, in their transition from active military duty to civilian life. The 
study adopted a qualitative phenomenological approach to support more in-
depth understanding of the subject area. Eight male veterans took part in a 
semi-structured interview, the data was then analysed using IPA techniques 
.Four super-ordinate themes emerged from analysis of the interviews: firstly, 
“The consequence of leaving the Army: I‟m on my own now” reflects the 
veterans‟ experiences of feeling isolated and abandoned since leaving the Army, 
coupled with general negative emotional consequences. Secondly, “Them and 
us” refers to the perceived difference and divide between civilian and veteran 
mentality. The third super-ordinate theme:“Surviving civilian life” was grounded 
in the veterans‟ experiences of coping and managing their transition out of the 
Army. This reflects both maladaptive strategies, including the use of alcohol, as 
well as the role of resilience and the benefits of using specific veteran support 
services. The final super-ordinate theme was “Constructing a new Identity 
”which referred to veteran attempts to merge a familiar military identity with new 
roles within a civilian working and home environment. 
The veteran experiences suggest that the acknowledged presence of individual 
differences in the Army is limited; being a soldier was their identity and they lived 
in a “family” of soldiers. According to Arkin and Dobrofsky (1978), military 
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training strips you of civilian cultural norms and shapes self-concepts in line with 
the military. They further suggest that training embeds values of duty, honour 
and obedience, whilst also fostering the creation of a group mentality in recruits. 
These values directly conflict with the individualistic values embraced by 
Western society; consequently, when individuals leave the Army and return to 
civilian life, difficulties in reintegration occur (Demers, 2011). 
Veterans return to an environment where a variety of different civilian people 
live, as a result there is a much broader scope of identities, values and attitudes. 
According to the veterans interviewed in this study, these perceived differences 
can cause difficulties in understanding social situations and in relating to 
colleagues in employment. No training is given to assist individual military 
personnel to return back to civilian life after leaving the Army. Consequently, 
veterans are faced with the challenge of re-constructing a new identity that is 
separated from the familiar Army mentality; this transition was difficult for all of 
the veterans interviewed in this study.  
It is therefore challenging to reintegrate into a civilian identity; to illustrate, 
previous research conducted with US soldiers by Demers (2011) described that 
the returning soldiers were caught between the two cultures. This notion is 
echoed by the findings presented in this study whereby the veterans‟ 
experiences were full of perceived differences between military and civilian 
attitudes and cultural norms. Being a civilian meant being “out for yourself” whilst 
being in the military meant “being in a team”. Consequently, it is difficult for 
veterans to integrate into a new way of life, that does not fit with how they 
 95 
perceive the world or themselves. Many of the veterans described isolation as a 
way of managing these perceived discrepancies in attitudes.  
Brewer and Gardner (1996) argue that our social roles are also closely linked 
with our identities, and our life story is mapped out by transition from one social 
role to another. In the present study, the veterans were experiencing a major 
role transition from being an Army soldier to a working civilian. The work roles 
we perform are thought to affect our self concepts, beliefs and how we see the 
social world; commitments to these roles are central and significant in our 
identity (West, Nicholson, Arnold, 1987). Not only were the veterans in the study 
changing working roles, but they were also leaving a social/cultural environment 
which was forcing them to connect with a new one. Baumeister and Mauraven 
(1996) propose that identity reflects the adaptation of the individual/self to the 
socio-cultural context. The self constructs a definition which allows the individual 
to get along reasonably well in the social environment. This was particularly 
prominent for veterans in this study, they generally described the experience as 
“starting over”; leaving the Army initiated them to reconstruct a new identity. 
Alienation and the perception of being misunderstood and unappreciated are 
risk factors for ex-service personnel which contribute to their failures in 
accessing mental health services (Brewin, 2010). This, along with the attempts 
of veterans to re-create links to their past military way of life such as 
volunteering, helping others and re-creating a sense of belonging, helps to 
explain why veterans in this study greatly valued the specific veteran‟s agencies 
that they attended. These findings are in line with Hinojosa and Hinojosa‟s 
(2011) findings which demonstrated the importance of military friendships and 
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the reconnection of a “brotherhood” which provided what was “missing” for these 
veterans during the integration process. 
In addition, the findings also concur with the literature on social identity theory by 
Tajfel (1981), who argues that individuals are motivated to belong to groups to 
give a sense of social identity: a sense of belonging to the social world. 
Furthermore, the theory proposes we divide the world into “them” and “us” 
based on a process of social categorisation. It mirrors the veterans‟ attempts to 
distinguish themselves as different from civilians. The veterans in this study had 
started to re-create a “shared veteran identity” by attending the specific support 
group services. This was partially developed because it was built on the familiar 
military traditions which the veterans understood and felt comfortable with; it 
also re-created a sense of belonging to something again.  
This further relates to the work of Yalom (2005), and his theory of universality, 
which suggests that a person‟s distress is often compounded by feelings of 
uniqueness and social isolation. He argues that once brought together with 
people experiencing similar difficulties, it ameliorates any added distress by 
providing disconfirmation of the feelings of uniqueness. Furthermore, a sense of 
belonging to a shared group experience is also created (Yalom, 2005). 
Previous research into family integration, for military veterans and spouses, 
focused on veterans with mental health problems (Evans, Cowlishaw, Forbes, 
Parslow, & Lewis, 2010; Sayers, 2011), it provided a useful clinical framework 
for understanding family integration and related problems. This study‟s findings 
concur with their framework by demonstrating that veterans who have not been 
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diagnosed with mental health problems have similar familial integration 
difficulties.  
Many of the veterans spoke of their experiences of using alcohol in civilian life, 
as a familiar way of coping with stressors as this was what they used when in 
the Army. This is in line with the findings of a report by Dandeker, Wessely and 
Iversen (2003) who suggested that heavy alcohol use in Army life results in 
difficulties and being unprepared for civilian life.  
 
2.5 Methodological Considerations 
A number of limitations with the current study will now be outlined. The sample 
was of Army male veterans and is therefore only representative of the 
experiences of this select group rather than inclusive of veterans from other 
branches of the Armed Forces. A further limitation relates to gender which is 
likely to be of interest to researchers and the military as previous military 
literature has highlighted gender differences in coping mechanisms (Maugen, 
Cohen, Ren, Bosch, Kimmerling, & Seal, 2012), particularly in relation to alcohol 
use which suggests that males tend to use more substances to manage their 
emotions. Consequently, a weakness of the current research is that it did not 
explore gender differences or similarities.  
In addition, this research focused on a self-selecting sample of volunteers who 
offered to share their experiences, in an interview process, as a result of them 
accessing the veteran‟s support service. It is important to acknowledge that 
those veterans who were not able to share their experiences or take part in the 
study could have provided very different accounts of their experiences. This 
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notion should therefore be considered as it could have potentially led to a bias in 
the sample. 
Finally, it is important to consider that only a small sample of Army veterans 
were considered in this study, all of which came from a specific geographical 
location. Furthermore, they were all attending a specific support service, this 
could potentially reflect other positivity bias towards the specific agency as the 
supportive management offered at this centre may not have been experienced 
by veterans at other centres.  
 
 
2.6 Recommendations for Further Research 
It is recommended that a similar study be repeated with veterans that have since 
left the Royal Navy and the Royal Air Force; this should also include women 
veterans. Findings from which would indicate whether the experiences of other 
service leavers are of a different nature whilst also allowing for gender 
differences and similarities to be examined.  
The veterans interviewed in this study were all attending a specific veteran‟s 
support agency. Further investigation or evaluation into the benefits and 
effectiveness of long-term positive/negative outcomes of attending these specific 
services is also warranted. A service approach may be necessary to further 
explore how specific veteran support services contribute to the re-creation of a 
sense of belonging.  
Finally, the present study highlighted how a veteran‟s experience influences the 
construction of a new identity and the transition from a military to a civilian way 
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of life. This also warrants further exploration. It may be interesting to hear the 
experiences of the families of service leavers, both in terms of how they feel 
their loved one has adapted since leaving the military as well as knowledge 
about their personal transition experiences.  
 
2.7 Clinical Recommendations 
It is important to acknowledge that this study utilised only eight participants, from 
a selected geographical area, it is therefore difficult to suggest any fundamental 
clinical recommendations. However, the themes developed from the veterans‟ 
data may offer potential ideas for additional training that the military may want to 
consider incorporating into existing packages of care.  
The study clearly demonstrates the need for better psycho-education and 
training that focuses on emotionally preparing a service leaver for transition. It 
has been identified that veterans reported feeling isolated after leaving the Army 
which left them with negative emotional consequences. The military may want to 
consider incorporating elements of emotional awareness training whilst also 
providing accounts of transition experiences within their existing re-settlement 
package; this could focus on the support that is available after leaving the Army. 
The military may also wish to consider creating supportive “leaver groups”, to 
help keep military friendships alive and limit isolation; as this was a commonality 
reported by all of the veterans in this study. Furthermore, this study has 
highlighted the potential benefits to emotional well-being from embarking on 
specific veteran support services that are available outside of the military. The 
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Army may want to consider offering leaflets and contact details of such local 
services.  
Finally, this study adds richer detail to local health service initiatives, such as 
that of NHS Bedfordshire which recognises the need for more understanding 
about the needs of veterans. This study has not only highlighted the real 
life/lived experiences for personnel transitioning out of the Army, but it also 
details some of the challenges and difficulties associated with integrating into, 
and maintaining, a civilian life.  
 
2.8 Conclusion  
The findings from the presented study suggest that transition from a military life 
to civilian life is not without its challenges. Army veterans have reported 
difficulties in: adjusting to civilian cultural norms, re-creating a sense of 
belonging and in a reliance on traditional military ways of coping, such as the 
use of alcohol. This has contributed to feelings of isolation and problems in 
interpersonal relationships. Veterans‟ experiences of not feeling emotionally 
prepared for transition gives rise to new clinical recommendations for the 
military, whereby the incorporation of elements of further training into the 
existing resettlement packages should be considered. 
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3.0 Introduction  
At the height of my research journey; namely conducting interviews and creating 
transcriptions, I was also on placement with the military and more specifically 
working in a community mental health team for the Ministry of Defence. My 
clinical case load therefore consisted of clients with mental health difficulties 
from all three services of the armed forces; Army, Royal Air Force, and Navy, 
across a selected geographical area. The multi disciplinary team I was working 
with consisted of: A Psychiatrist, Community Psychiatric Nurses, Social Workers 
and two Clinical Psychologists. Some members of the team were in uniform and 
actively serving in the Army but the vast majority were veterans and civilians. 
Some of the veteran professionals (nurses and psychiatrist) had high positioned 
ranks in their time in the Army but had subsequently left to be civilian. They were 
not in transition and considered to be out of the Army for some time, post ten 
years.  
My research explored the lived experiences of UK Army veterans‟ transition from 
active military duty to civilian life.  Eight semi-structured interviews were carried 
out with veterans attending a specific veterans support and advice agency. 
Interview transcripts were analysed utilising Interpretive Phenomenological 
Analysis and the following themes emerged from the data: „The consequences 
of leaving the Army: I‟m on my own now‟,‟ „Them and Us‟, „Surviving Civilian life‟ 
and „Constructing a new identity.‟  
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3.1 Aims 
The aim of this paper is to discuss my experiences and reflections of a military 
placement and the implications this had on my research journey. As I became 
more experienced and gained knowledge about the military, this significantly 
affected my perceptions of soldiers and veterans. It increased my understanding 
about their way of life and affected how I interpreted some of the data obtained 
from the interviews in my research. I also discuss how I used some of my 
research findings in my clinical work, as well as my reflections on how applicable 
the service implications recommended in the empirical paper are within a 
military service setting.   
3.2 Office Dynamics on Placement 
The team structure and balance between uniformed and civilian members of 
staff, many of whom had vast amounts of military experience, created interesting 
dynamics at the team meetings. I also noticed that despite there being a number 
of women in the team, what they had to offer was often lost and meetings were 
dominated by the arguing male colleagues‟ voices. A number of times I had 
something to add to a discussion but felt my voice would not be heard by others 
and so held back. On reflection I noted that perhaps women‟s voices were silent 
due to the dominance of the male patriarchal context of the military setting. In 
addition, I noticed quieter members of the team often appeared to be struggling 
and looking at their watches when other members of the team were continuing 
to talk for long periods of time.  
I reflected on these issues in supervision and discussed the patriarchal power of 
male members of the military. Despite many of the team members now being 
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civilian, it appeared standard military ways of being, such as governing 
meetings, continued to be present in their current working life. This links well 
with some of my own research findings; veterans interviewed often discussed 
the need and desire to make links with their previous military life and continue a 
sense of belonging to something after leaving the Army. For those members of 
the team no longer active in the Army, it appeared they were making links by 
progressing with a career still inside the military. Apart from deployment and 
operational tours, they continued to work in a military context.  
As well as the team meetings, there were also comments made in and out of the 
office about being a „student‟ and a „civilian girl‟. This often made me annoyed 
but also left me feeling de-valued, de-graded as a woman and as a trainee 
psychologist. Starting placement in the military was like entering into a new 
world. It was like learning a new language in terms of specific phrases used, 
including the rank systems and different regiments and what their specific roles 
were. Alongside this was learning about the lived experiences of fighting and 
sometimes killing for a living. Having never worked in the military before, I felt 
this was something that I was just not prepared for and it really shocked me how 
different the military world is compared to a civilian one.  
In my first few weeks on placement I felt very out of my depth with the realisation 
that military life and working in a military context was so different from what I 
was used to. I believe this however added to my empathy and understanding 
regarding what the veterans was telling me in the research interviews. When 
reading the transcripts, I could really relate and understand where participants 
were coming from in terms of some of the experiences they were sharing, such 
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as comparing their transition and leaving the Army to leaving home and leaving 
a close family unit. Having seen for myself the close unity of uniformed members 
of staff and the existence of camaraderie, I had a better mental picture of the 
lived experiences of some of the veterans I had interviewed during my research. 
As well as providing essential contextual understanding, it helped submerge me 
deeper into some of the data in the transcripts when it came to carrying out the 
analysis.  
3.3 Individual Client Work on Placement 
The influence of stigma is huge in the military. Every client I saw for 
psychological therapy on clinical placement came with concerns about attending 
a mental health appointment. These anxieties and concerns were rooted in the 
fear of the stigma of attending mental health services and how this might look to 
their peers. Promotion is a big part of a military hierarchal context and concerns 
were raised as to how it would look unfavourably for future promotion 
opportunities if they were being seen by the mental health team. Further to this, 
many of the soldiers or clients seen for therapy by myself had common core 
beliefs regarding their identity and it was important for them to be seen as 
„strong‟. They had been trained in this way and it had become a part of their 
identity as a solider feeling that this was their job and they should be able to be 
resilient.  
I reflected on this issue of a „strong identity‟ in line with some of my findings in 
my research. One of the major themes to arise in analysis was the challenge of 
managing alcohol intake whilst in transition from the military. However, many of 
the veterans interviewed also spoke of the military culture being dominated by 
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alcohol; this is how soldiers managed stressful experiences rather than seeking 
further support from mental health services. This is fitting with keeping a strong 
front/identity and it being important to be seen that they are able to manage their 
jobs. 
Some clients in my clinical placement questioned how well I could understand 
them; after all in their eyes, I was „just‟ a civilian, so what did I know about 
operational tours. It often struck me how far removed from the military world I 
felt. This on refection was not just the case for me but would be the same for 
much of the civilian population. This also helped me reflect on my research 
findings as some of the veterans interviewed referred to questions being asked 
by civilians about their Army careers and how they perceived this as irritating. 
The questioning by civilians could be a way of understanding and getting to 
know more about the military. I know from my individual experiences of working 
in the military that at first it can be experienced as an „unknown entity‟ and this 
can create inquisitive questioning by people not accustomed to a military life.  
In individual client work, I felt out of my depth and struggled at times to know 
what a psychologist in training could offer a military population. Then several 
weeks into my placement I thought less about applying certain therapeutic 
models and interventions but really started to focus on my basic engagement 
skills. I referred back to the skilled helper model by Egan (1975) who outlined a 
three stage model in which he defined numerous sets of skills that the therapist 
must deliver in order to build a healthy therapeutic alliance. I realised I definitely 
felt more competent in utilising these skills; minimal encouragers, summarising, 
empathy, mirroring, to name but a few.  I also heavily relied on formulation work 
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and taking time to give a client space to discuss their difficulties and 
background. It was clear that after several sessions I had engaged a few of my 
clients and they were beginning to explore more about themselves. It therefore 
took time for a trusting therapeutic relationship to develop. I have learnt that no 
matter what population you work with or how challenging they may seem to you, 
basic engagement skills are essential in developing initial therapeutic 
relationships coupled with a detailed formulation for an individual. The 
understanding that this gave some of the soldiers about themselves who had 
never had the opportunity to have this kind of therapeutic space allocated to 
them was substantial.  
3.4 Implications for My Position as a Researcher  
I reflected on the position of the veterans being interviewed in my research study 
and how they must have felt sharing their experiences with someone whom they 
knew was a trainee psychologist. I wondered if they felt shame or stigma in 
discussing their experiences with a researcher based in the mental health 
system. One of the major themes to arise from my research was about being 
„understood‟ and the veterans interviewed in my research felt they could only do 
this with people who had served with the Army. Further to this, they felt they 
could only speak about certain things with people who might listen. This is likely 
to have influenced how much they told me or shared during interviews, bearing 
in mind my lack of affiliation with the military. This is an assumption however, as 
participants did not know my background.  I could also imagine that these 
factors may have accumulated to the research process feeling less comfortable 
for the veterans in talking to an „outsider‟ about their core issues. However, I did 
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not believe this had too great an impact on what the veterans shared with me, 
judging by the length of time the interviews lasted for and for the rich and in-
depth detail that was provided.   
I did not specifically ask veterans about their time in the military, mental health 
problems or operational tours. The aim was to discuss their transition from the 
Army and I also think this helped in enabling them to open up and let more of 
their experiences be shared. I felt if I had asked them more about their 
experiences inside the military, this would have been met with more resistance, 
bearing in mind my experiences on clinical placement. Many of my clients felt 
they could not share or be understood by a civilian female at least until a trusting 
relationship was developed.  
However, it would be of interest to find out and explore the veterans‟ 
experiences of being interviewed for research, perhaps with a survey rather than 
an interview, in order to find out if there were some aspects of their experiences 
they really did not want to discuss. I believe this to be something to consider for 
all qualitative research with populations that are specifically vulnerable to stigma 
and shame. It highlights the importance of appropriate and instructive 
information sheets, highlighting confidentiality and awareness of research issues 
before participants are interviewed so they know their information is for research 
purposes only.  
I also believe that there may have been potential benefits for the veterans who 
participated in my research. The individually allocated space to discuss their 
transition experiences may have been beneficial in empowering participants to 
have a „voice‟, something they may never have had before. All of the veterans 
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interviewed were keen to pursue career opportunities that involved helping 
others and they knew that one of the aims of the research was to help improve 
future support services. Participating in research could have added to veterans‟ 
self-esteem and sense that they were making a difference.  
3.5 Using my Research on Placement  
I used my research findings in my clinical placement to share ideas with some of 
my clients (soldiers) who were beginning transition journeys. They really valued 
my sharing of the research. I feel this added to the therapeutic relationship as it 
promoted understanding and the fact I was listening and interested in their 
world. They had already experienced differences in civilian attitude and I 
suggested integration needed to start early. This suggestion was prompted from 
some of the helpful efforts suggested by veterans in my research.  
One of my clients for example who has just left the Army was finding it hard not 
being with his colleagues anymore and felt isolated. Since working with me, he 
had arranged a catch up with a few Army peers and really enjoyed himself. This 
suggestion for my client to re-connect with fellow Army peers was prompted by 
the significant positivity the veterans in my research experienced from being with 
others and with a shared experience in the veterans service. My client on 
placement commented on how beneficial he found it making the links back to his 
military life. On reflection, I was pleased to see how the research could be 
applied to daily clinical settings.  
The applicability of research to a clinic setting has really struck me throughout 
my research journey. My research in particular is grounded in the lived 
experiences of transition out of the Army. This relates to a growing population in 
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line with government guidelines/policy in shrinking the armed forces and 
compulsory redundancies. It means more people are likely to enter transition 
which was something I found whilst on my clinical placement. Sharing findings, 
themes and experiences from the interviews in my research with veterans who 
have „survived‟ transition out of the Army proved very valuable to people who 
were about to experience it themselves. Some clients really were attentive to 
what I had to say about my research, were interested and wanted to know more 
about the experiences. In one sense the research findings acted as a 
preparatory guide and one client thanked me for helping them know what to 
expect, something not provided by the Army.  
I wondered or considered what was useful for my transitioning clients about 
hearing others‟ experiences and reached a conclusion it was about reducing the 
„black hole‟ or shock about leaving the Army and entering the unknown civilian 
world again. It gave something for soldiers to hold on to, normalise experience 
and increase awareness. I am a strong believer in supporting someone to 
increase their awareness of, not only what is happening for them in their 
psychological and general well being, but the wider context. I have found it really 
offers someone choice, and in this case it could prevent some of the more 
negative themes that arose in my research, such as isolation for veterans, as 
they could make more active efforts to prevent it. For soldiers about to enter 
transition, it could mean they become involved in networks with other leavers, 
make steps to integrate early, join civilian courses; all information gained from 
my research.  
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3.6 Conclusion  
It was valuable for my own personal development to observe the positives that 
arise from the research process. It felt like the journey from proposal, ethics, 
interviews and transcripts which at times was stressful, time consuming and 
demanding, was all worthwhile. This part of the journey was often detached from 
daily clinical work; which is where my main interests and passions lie. The 
applicability of my research gave me hope and tools to help/support soldiers. 
Further to this, it helped to change my opinion about research, my thoughts 
about it being arbitrary and detached from clinical everyday realities changed 
throughout my research journey. I was fortunate to be on a military clinical 
placement at the time of formatting results and therefore was able to apply and 
share findings. It does highlight the need for dissemination and implications of 
research to reach a clinical setting. Any further research I complete would be 
followed up with teaching and implementation guidelines to allow for this. 
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and affiliations, and these should not appear anywhere else on the manuscript. 
Furthermore, author identification notes should be typed on the title page. Authors 
should make every effort to see that the manuscript itself contains no clues to their 
identities. 
Manuscripts not in masked format will not be reviewed. 
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Please ensure that the final version for production includes a byline and full author 
note for typesetting. 
 
Manuscript Preparation 
Prepare manuscripts according to the Publication Manual of the American 
Psychological Association (6th edition). Manuscripts may be copyedited for bias-free 
language (see Chapter 3 of the Publication Manual). 
Review APA's Checklist for Manuscript Submission before submitting your article. 
 
Double-space all copy. Other formatting instructions, as well as instructions on 
preparing tables, figures, references, metrics, and abstracts, appear in the Manual. 
Below are additional instructions regarding the preparation of display equations 
and tables. 
 
 
Display Equations 
We strongly encourage you to use MathType (third-party software) or Equation 
Editor 3.0 (built into pre-2007 versions of Word) to construct your equations, rather 
than the equation support that is built into Word 2007 and Word 2010. Equations 
composed with the built-in Word 2007/Word 2010 equation support are converted 
to low resolution graphics when they enter the production process and must be 
rekeyed by the typesetter, which may introduce errors. 
 
To construct your equations with MathType or Equation Editor 3.0: 
 Go to the Text section of the Insert tab and select Object. 
 Select MathType or Equation Editor 3.0 in the drop-down menu. 
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If you have an equation that has already been produced using Microsoft Word 2007 
or 2010 and you have access to the full version of MathType 6.5 or later, you can 
convert this equation to MathType by clicking on MathType Insert Equation. Copy 
the equation from Microsoft Word and paste it into the MathType box. Verify that 
your equation is correct, click File, and then click Update. Your equation has now 
been inserted into your Word file as a MathType Equation. 
Use Equation Editor 3.0 or MathType only for equations or for formulas that cannot 
be produced as Word text using the Times or Symbol font. 
 
 
Tables 
Use Word's Insert Table function when you create tables. Using spaces or tabs in 
your table will create problems when the table is typeset and may result in errors. 
 
 
Submitting Supplemental Materials 
APA can now place supplementary materials online, available via the published 
article in the PsycARTICLES® database. Please see Supplementing Your Article With 
Online Material for more details. 
Abstract and Keywords 
 
All manuscripts must include an abstract containing a maximum of 250 words typed 
on a separate page. After the abstract, please supply up to five keywords or brief 
phrases. 
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List references in alphabetical order. Each listed reference should be cited in text, 
and each text citation should be listed in the References section. 
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Original color figures can be printed in color at the editor's and publisher's 
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acceptance all necessary permissions to reproduce in print and electronic form any 
copyrighted work, including, for example, test materials (or portions thereof) and 
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It is a violation of APA Ethical Principles to publish "as original data, data that have 
been previously published" (Standard 8.13). 
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psychologists do not withhold the data on which their conclusions are based from 
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confidentiality of the participants can be protected and unless legal rights 
concerning proprietary data preclude their release" (Standard 8.14). 
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to have their data available throughout the editorial review process and for at least 
5 years after the date of publication. 
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APPENDIX B:  A Copy of the Methodological Quality Checklist  
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Quality Assessment Scale 
Question responses: Yes, No, Partial, Not Applicable  
1)   Is the hypothesis/aim/objective of the study clearly described? 
2)   Are the main outcomes to be measured clearly described in the Introduction or 
Methods section?  
3)   Are the characteristics of the patients included in the study clearly described ?   
4)   Are the interventions of interest clearly described? 
5)   Are the distributions of principal confounders in each group of subjects to be compared 
clearly described?  
6)   Are the main findings of the study clearly described?  
7)   Does the study provide estimates of the random variability in the data for the main 
outcomes?  
8)   Have all important adverse events that may be a consequence of the intervention been 
reported?  
9)   Have the characteristics of patients lost to follow-up been described? 
10) Have actual probability values been reported (e.g. 0.035 rather than <0.05) for the main 
outcomes except where the probability value is less than 0.001? 
11) Is interpretation consistent with results?  
12) Are the limitations, addressing multiple sources of bias reported? 
External validity 
13)   Were the subjects asked to participate in the study representative of the entire 
population from which they were recruited? 
14)   Were those subjects who were prepared to participate representative of the entire 
population from which they were recruited? 
13)   Were the staff, places, and facilities where the patients were treated, representative 
of the treatment the majority of patients receive? 
Internal validity - bias 
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15)   Was an attempt made to blind study subjects to the intervention they have received? 
16)   Was an attempt made to blind those measuring the main outcomes of the 
intervention? 
17)   In trials and cohort studies, do the analyses adjust for different lengths of follow-up of 
patients, or in case-control studies, is the time period between the intervention and 
outcome the same for cases and controls ? 
18)   Were the statistical tests used to assess the main outcomes appropriate? 
19)   Was compliance with the intervention/s reliable? 
20)   Were the main outcome measures used accurate (valid and reliable)? 
Internal validity – confounding (selection bias) 
21)   Were the patients in different intervention groups (trials and cohort studies) or were 
the cases and controls (case-control studies) recruited from the same population?  
22)   Were study subjects in different intervention groups (trials and cohort studies) or were 
the cases and controls (case-control studies) recruited over the same period of time? 
23)   Were study subjects randomised to intervention groups? 
24)  Was the method used to generate random allocation sequence appropriate? 
25) Was the method of random allocation stated, who enrolled participants, who assigned 
participants to interventions?  
26)   Was the randomised intervention assignment concealed from both patients and health 
care staff until recruitment was complete and irrevocable? 
27)   Was there adequate adjustment for confounding in the analyses from which the main 
findings were drawn? 
28)   Were losses of patients to follow-up taken into account? 
29)   Did the study have sufficient power to detect a clinically important effect where the 
probability value for a difference being due to chance is less than 5%? 
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Table of Quality Assessment 
Reporting 
Study Q1: 
Aim 
clear
ly 
desc
ribe
d 
Q2: 
Outc
ome
s 
clear
ly 
descr
ibed 
Q3: 
Patient
s 
charact
eristics 
clearly 
describ
ed 
Q4: 
Interve
ntions 
clearly 
describ
ed 
Q5: 
Princip
al 
confo
unders 
clearly 
descri
bed 
Q6: 
Mai
n 
findi
ngs 
clear
ly 
desc
ribe
d 
Q7: 
Rand
om 
varia
bility 
for 
the 
main 
outc
ome 
provi
ded 
Q8: 
Adv
erse 
eve
nts 
rep
orte
d 
Q9: 
Lost 
to 
follo
w 
up 
rep
orte
d 
Q10
: 
Act
ual 
p-
valu
e 
rep
orte
d 
Q11: 
Inter
preta
tion 
consi
stent 
with 
result
s 
Q12: 
Limitati
ons 
reporte
d 
Simpson et 
al. (2004) 
yes Yes yes Yes yes yes No no yes No yes yes 
James  ( 
1999) 
 
yes Yes yes Yes no yes No No no No yes no 
Dennis et 
al. (1999) 
Yes Yes yes Yes yes yes Yes No yes No yes yes 
Bowles 
(2006) 
Yes Yes yes Yes yes yes Yes no No Yes yes yes 
Trent and 
Stevens 
(1995) 
Yes Yes Yes Yes yes Yes Yes no yes Yes yes yes 
Earles et al. 
(2007) 
 
Yes Yes yes Yes yes yes No no yes No yes yes 
Hunter et 
al. (2008) 
 
Yes Yes yes Yes Yes yes Yes No yes Yes yes yes 
Davis 
(1996) 
 
Yes Yes yes yes yes yes No No yes No yes yes 
Stewart et 
al. (2011) 
Yes Yes yes yes No yes No No yes No yes yes 
Shay et al. 
(2009) 
Yes Yes Yes yes yes yes Yes yes yes Yes yes yes 
James et al. 
(2001) 
 
Yes Yes Yes No No yes No No yes No yes yes 
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External validity and Bias 
Study Q11: 
Sample 
asked 
to 
particip
ate 
represe
ntative 
of the 
populat
ion 
Q12: 
Sample 
agreed 
to 
particip
ate 
represe
ntative 
of the 
populat
ion 
Q13: 
Staff 
particip
ating 
represe
ntative 
of the 
patient'
s 
environ
ment 
Q14: 
Attem
pt to 
blind 
partici
pants 
Q15: 
Atte
mpt 
to 
blind 
asses
sors 
Q16: 
Data 
dred
ging 
resul
ts 
state
d 
clearl
y 
Q17: 
Analysis 
adjusted 
for length 
of follow 
up 
Q18: 
Appr
opria
te 
statis
tics 
Q19: 
Reliable 
complia
nce 
Q20: 
Accurate 
outcome 
measures 
Simpso
n et al. 
2004 
Yes Yes partially no n/a n/a Yes Yes yes Yes 
James 
(1999) 
 
yes Yes partially no n/a n/a No parti
ally 
yes partially 
Dennis 
et al. 
(1999) 
yes Yes Yes No No n/a No yes no yes 
Bowles 
(2006) 
yes Yes partially No n/a n/a Yes Yes yes yes 
Trent 
and 
Stevens 
(1995) 
 
Yes Yes Yes No No n/a Yes Yes yes Yes 
Earles 
et al. 
(2007) 
 
yes Yes Partially  No n/a n/a Yes yes yes yes 
Hunter 
et al. 
(2008) 
 
yes Yes Partially yes No n/a No yes yes yes 
Davis 
(1996) 
yes Yes partially No n/a n/a Yes yes yes Yes 
 
Stewart 
et al. 
(2011) 
no No No no n/a n/a No Yes yes yes 
Shay et 
al. 
(2009) 
yes Yes partially yes No N/a No Yes yes Yes 
James 
et al. 
(2001) 
yes Yes partially No No n/a No yes yes yes 
 
 
Selection bias and power 
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Study Q21: Same 
population 
Q22: 
Participants 
recruited at 
the same 
time 
Q23: 
Randomi
sed? 
Q24: 
Method 
of 
randomis
ation 
reported 
Q25:Assigmn
et detail?  
Q26: 
Adequate 
allocation 
concealme
nt? 
Q27: 
Adequat
e 
adjustm
ent for 
confoun
ders? 
Q28: Loss 
of follow 
up 
reported? 
Q29: 
Power 
calculati
on 
was 
there 
one? 
Simpson 
et al. 
(2004) 
no n/a No n/a n/a n/a no yes no 
James  
(1999) 
 
no n/a No n/a n/a n/a no no No 
Dennis 
et al. 
(1999)  
 
yes Yes Yes yes Yes no no no no 
Bowles 
(2006) 
no n/a No n/a n/a n/a no yes no 
Trent 
and 
Stevens 
(1995) 
yes Yes No n/a n/a n/a yes no no 
Earles et 
al. 
(2007) 
 
no n/a No n/a n/a n/a no yes no 
Hunter 
et 
al.(2008) 
 
yes Yes Yes yes Yes yes no yes yes 
Davis 
(1996) 
yes n/a No n/a n/a n/a no yes No 
 
Stewart 
et al. 
(2011) 
 
no Yes No n/a n/a n/a no yes no 
Shay et 
al. 
(2009) 
 
Yes Yes Yes yes Yes yes no yes no 
James et 
al. 
(2001) 
 
 
 
 
yes Yes No n/a n/a n/a no yes no 
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Study Score Percentage  
Simpson et al. (2004) 33/50 66% 
James  (1999) 
 
21/50 42% 
Dennis et al. (1999) 40/60 66.6% 
Bowles (2006) 35/50 70% 
Trent and Stevens (1995) 42/54 77.7% 
Earles et al. (2007) 
 
32/50 64% 
Hunter et al. (2008) 
 
50/60 83.3% 
Davis (1996) 
 
35/50 70% 
Stewart et al. (2011) 26/50 52% 
Shay et al. (2009) 51/60 85% 
James et al. (2001) 
 
31/50 62% 
133 
 
APPENDIX D: Author Guidelines for „The British Journal of Psychology‟ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
134 
 
Author Guidelines 
 
The Editorial Board of the British Journal of Psychology is prepared to consider for publication: 
(a) reports of empirical studies likely to further our understanding of psychology 
(b) critical reviews of the literature 
(c) theoretical contributions Papers will be evaluated by the Editorial Board and referees in terms 
of scientific merit, readability, and interest to a general readership. 
1. Circulation 
The circulation of the Journal is worldwide. Papers are invited and encouraged from authors 
throughout the world. 
2. Length 
Papers should normally be no more than 8000 words (excluding the abstract, reference list, tables 
and figures), although the Editor retains discretion to publish papers beyond this length in cases 
where the clear and concise expression of the scientific content requires greater length. 
3. Submission and reviewing 
All manuscripts must be submitted via http://www.editorialmanager.com/bjp/. The Journal 
operates a policy of anonymous peer review. Before submitting, please read the terms and 
conditions of submission and the declaration of competing interests. 
4. Manuscript requirements 
• Contributions must be typed in double spacing with wide margins. All sheets must be 
numbered. 
• Manuscripts should be preceded by a title page which includes a full list of authors and their 
affiliations, as well as the corresponding author's contact details. A template can be downloaded 
from here. 
• Tables should be typed in double spacing, each on a separate page with a self-explanatory title. 
Tables should be comprehensible without reference to the text. They should be placed at the end 
of the manuscript with their approximate locations indicated in the text. 
• Figures can be included at the end of the document or attached as separate files, carefully 
labelled in initial capital/lower case lettering with symbols in a form consistent with text use. 
Unnecessary background patterns, lines and shading should be avoided. Captions should be listed 
on a separate sheet. The resolution of digital images must be at least 300 dpi. 
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• All articles should be preceded by an Abstract of between 100 and 200 words, giving a concise 
statement of the intention, results or conclusions of the article. 
• For reference citations, please use APA style. Particular care should be taken to ensure that 
references are accurate and complete. Give all journal titles in full and provide DOI numbers 
where possible for journal articles. 
• SI units must be used for all measurements, rounded off to practical values if appropriate, with 
the imperial equivalent in parentheses. 
• In normal circumstances, effect size should be incorporated. 
• Authors are requested to avoid the use of sexist language. 
• Authors are responsible for acquiring written permission to publish lengthy quotations, 
illustrations, etc. for which they do not own copyright. For guidelines on editorial style, please 
consult the APA Publication Manual published by the American Psychological Association. 
5. Supporting Information 
BJOP is happy to accept articles with supporting information supplied for online only publication. 
This may include appendices, supplementary figures, sound files, videoclips etc. These will be 
posted on Wiley Online Library with the article. The print version will have a note indicating that 
extra material is available online. Please indicate clearly on submission which material is for online 
only publication. Please note that extra online only material is published as supplied by the author 
in the same file format and is not copyedited or typeset. Further information about this service 
can be found at http://authorservices.wiley.com/bauthor/suppmat.asp 
6. Copyright and licenses 
If your paper is accepted, the author identified as the formal corresponding author for the paper 
will receive an email prompting them to login into Author Services, where via the Wiley Author 
Licensing Service (WALS) they will be able to complete the license agreement on behalf of all 
authors on the paper. 
For authors signing the copyright transfer agreement 
If the OnlineOpen option is not selected the corresponding author will be presented with the 
copyright transfer agreement (CTA) to sign. The terms and conditions of the CTA can be 
previewed in the samples associated with the Copyright FAQs below: 
CTA Terms and Conditionshttp://authorservices.wiley.com/bauthor/faqs_copyright.asp 
For authors choosing OnlineOpen 
If the OnlineOpen option is selected the corresponding author will have a choice of the following 
Creative Commons License Open Access Agreements (OAA): 
- Creative Commons Attribution Non-Commercial License OAA 
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- Creative Commons Attribution Non-Commercial -NoDerivs License OAA 
To preview the terms and conditions of these open access agreements please visit the Copyright 
FAQs hosted on Wiley Author 
Serviceshttp://authorservices.wiley.com/bauthor/faqs_copyright.asp and 
visithttp://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html. 
If you select the OnlineOpen option and your research is funded by The Wellcome Trust and 
members of the Research Councils UK (RCUK) you will be given the opportunity to publish your 
article under a CC-BY license supporting you in complying with Wellcome Trust and Research 
Councils UK requirements. For more information on this policy and the Journal’s compliant self-
archiving policy please visit:http://www.wiley.com/go/funderstatement. 
For RCUK and Wellcome Trust authors click on the link below to preview the terms and conditions 
of this license: 
Creative Commons Attribution License OAA 
To preview the terms and conditions of these open access agreements please visit the Copyright 
FAQs hosted on Wiley Author 
Serviceshttp://authorservices.wiley.com/bauthor/faqs_copyright.asp and 
visithttp://www.wileyopenaccess.com/details/content/12f25db4c87/Copyright--License.html. 
7. Colour illustrations 
Colour illustrations can be accepted for publication online. These would be reproduced in 
greyscale in the print version. If authors would like these figures to be reproduced in colour in 
print at their expense they should request this by completing a Colour Work Agreement form 
upon acceptance of the paper. A copy of the Colour Work Agreement form can be 
downloaded here. 
8. Pre-submission English-language editing 
Authors for whom English is a second language may choose to have their manuscript 
professionally edited before submission to improve the English. A list of independent suppliers of 
editing services can be found 
athttp://authorservices.wiley.com/bauthor/english_language.asp. All services are paid for and 
arranged by the author, and use of one of these services does not guarantee acceptance or 
preference for publication. 
9. OnlineOpen 
OnlineOpen is available to authors of primary research articles who wish to make their article 
available to non-subscribers on publication, or whose funding agency requires grantees to archive 
the final version of their article. With OnlineOpen, the author, the author's funding agency, or the 
author's institution pays a fee to ensure that the article is made available to non-subscribers upon 
publication via Wiley Online Library, as well as deposited in the funding agency's preferred 
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archive. For the full list of terms and conditions, 
seehttp://wileyonlinelibrary.com/onlineopen#OnlineOpen_Terms 
Any authors wishing to send their paper OnlineOpen will be required to complete the payment 
form available from our website at:https://onlinelibrary.wiley.com/onlineOpenOrder 
Prior to acceptance there is no requirement to inform an Editorial Office that you intend to 
publish your paper OnlineOpen if you do not wish to. All OnlineOpen articles are treated in the 
same way as any other article. They go through the journal's standard peer-review process and 
will be accepted or rejected based on their own merit. 
10. Author Services 
Author Services enables authors to track their article – once it has been accepted – through the 
production process to publication online and in print. Authors can check the status of their articles 
online and choose to receive automated e-mails at key stages of production. The author will 
receive an e-mail with a unique link that enables them to register and have their article 
automatically added to the system. Please ensure that a complete e-mail address is provided 
when submitting the manuscript. Visit http://authorservices.wiley.com/bauthor/ for more 
details on online production tracking and for a wealth of resources including FAQs and tips on 
article preparation, submission and more. 
11. The Later Stages 
The corresponding author will receive an email alert containing a link to a web site. A working e-
mail address must therefore be provided for the corresponding author. The proof can be 
downloaded as a PDF (portable document format) file from this site. Acrobat Reader will be 
required in order to read this file. This software can be downloaded (free of charge) from the 
following web site:http://www.adobe.com/products/acrobat/readstep2.html. This will enable 
the file to be opened, read on screen and annotated direct in the PDF. Corrections can also be 
supplied by hard copy if preferred. Further instructions will be sent with the proof. Hard copy 
proofs will be posted if no e-mail address is available. Excessive changes made by the author in 
the proofs, excluding typesetting errors, will be charged separately. 
12. Early View 
The British Journal of Psychology is covered by the Early View service on Wiley Online Library. 
Early View articles are complete full-text articles published online in advance of their publication 
in a printed issue. Articles are therefore available as soon as they are ready, rather than having to 
wait for the next scheduled print issue. Early View articles are complete and final. They have been 
fully reviewed, revised and edited for publication, and the authors’ final corrections have been 
incorporated. Because they are in final form, no changes can be made after online publication. 
The nature of Early View articles means that they do not yet have volume, issue or page numbers, 
so they cannot be cited in the traditional way. They are cited using their Digital Object Identifier 
(DOI) with no volume and issue or pagination information. E.g., Jones, A.B. (2010). Human rights 
Issues. Human Rights Journal. Advance online publication. doi:10.1111/j.1467-
9299.2010.00300.x 
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Further information about the process of peer review and production can be found in this 
document: What happens to my paper? 
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APPENDIX E: Ethical Approval from the University of Coventry (Chapter 
Two) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
140 
 
 
 
141 
 
 
 
 
APPENDIX F:  A Copy of the Information Sheet for Participants (Chapter 
Two) 
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APPENDIX G: A Copy of the Semi-Structured Interview Questions 
(Chapter Two) 
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Demographic Questions 
1) How long were you in the Military for? 
2) How long have you been out of the Military? 
3) Why did you decide to leave the Military? 
4) What is your age? 
5) What countries did you serve in/Operational Tours whilst in the Military? 
6) What is your current marital status? 
7) Do you have any children? 
8) What is your ethnicity?  
 
 
1) Can you tell me about your experiences of transition between being in active 
Military duty to civilian life?   
 
2) What were the challenges you experienced whilst in transition from active 
Military duty to civilian life?  
 
3) Can you tell me about your experiences of how your transition affected your 
mental health and well being? 
 
4) What were your experiences of what you found personally helped you cope and 
manage your transition from active Military duty to civilian life?  
 
5) Can you tell me about your experiences of the support and healthcare systems 
since becoming a veteran?  
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APPENDIX H: A Copy of the Guidelines Followed in the Construction of 
the Semi-Structured Interview Questions (Chapter Two). 
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Constructing a scheduled for a semi-structured interview 
Guidelines by Smith, Flowers and Larkin (2009)  
- Having determined the overall area to be tackled in interview, think about 
the range of topic areas that you want your interview to cover.  
- Put the topics in the most appropriate sequence.  
- Think about how you might phrase appropriate, open questions relating to 
each topic. In phrasing it is important not to include closed questions and 
that do not make too many assumptions about the participants 
experiences.  
- Verbal input from the interviewer can be minimal  
- Questions should be prepared so that the participant is encouraged to 
speak at length  
- Discuss the list of questions with someone else. You may well discover 
you have leading questions within your schedule and that you need to 
rethink these.  
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APPENDIX I: A Copy of the Consent Form for Participants (Chapter Two) 
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APPENDIX J: A Copy of the Guidelines Followed to Complete Data 
Analysis Alongside Two Extracts from Analysed Transcripts. (Chapter 
Two) 
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`Analysis using Interpretive Phenomenological Analysis’ 
Smith, Flowers and Larkin (2009) 
 
Step 1: Reading and re-reading  
 
This initial stage would involve reading and re-reading of the raw data and most 
commonly this would be the interview transcripts the rationale is for the researcher to 
immerse themselves in the data and the participant becomes the focus of analysis. 
Repeated reading also allows a model of the overall interview structure to develop and 
allows the researcher to gain understanding of how narratives bind certain sections of 
an interview together.  
 
Step 2: Initial Noting  
This stage of the analysis examines semantic content and language on an exploratory 
level. The researcher is expected to keep an open mind and note anything of interest 
within the transcript. There are no rules for what is commented on but the aim is to 
produce a comprehensive and detailed set of notes and comments on the data. This 
may mean that some parts of the data which are richer in detail have more 
commentary. It is advised to stay close to the participants explicit meaning but 
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alongside this you may find interpretative noting helps understand how and why the 
participants has these concerns. This involves looking at language used, context of 
concerns and abstract concepts which can help you to make sense of the participants 
meaning in their account. Another key concept at this stage is to be concerned with 
language use, among the things the researcher could attend to include: pronouns; 
pauses; tone; degree of fluency; and metaphors.  
 
Step 3: Developing emergent themes 
In looking for emergent themes the researcher is given the task of reducing the volume 
of data whilst maintaining the complexity, in terms of mapping the interrelationships’, 
connections, and patterns between exploratory notes. This involves a shift from 
working with the analytic notes rather than the transcript itself. The main task involves 
an attempt to produce a concise statement of what was important in the various 
comments attached to a price of transcript. Themes are usually expressed as phrases 
which speak to the psychological essence of the piece but are grounded in the 
conceptual.  
 
 
Step 4: Searching for connections across emergent themes  
This stage involves the researcher developing a chart or map of how they think the 
themes might fit together. Not all emergent themes may be incorporated at this stage 
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and can be disregarded. It is suggested connections could be made by typing all themes 
in chronological order in a list and moving themes to form clusters of related themes. It 
is also important to make notes about how this key stage of analysis was conducted.  
 
Step 5: Moving to the next case 
The next stage involves moving to the next participant’s transcript or account and 
repeating the process. It is important to treat the next case on its own terms which 
may mean bracketing the themes arising from the first case whilst working on the 
second. It is an important skill in IPA in allowing new themes to emerge with each case.  
 
Step 6: Looking for patterns across cases 
The final stage involves looking for patterns across cases. This usually means laying out 
step 4 for each case and looking across them. What are the connections across cases? 
Which themes are most potent? The final result could be presented in a table of 
themes for the group, showing how themes are nested within super-ordinate themes.  
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Interview 1 – Paul  
Super-
Ordinate 
Themes 
Main Themes Emerging 
Findings/Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number 
Them and us. Difficulty 
adjusting to 
practical 
civilian ways of 
life. 
Difficulty adjusting 
to practical civilian 
ways of life. 
At first mainly money 
worries and bills and 
rent to paid for... 
difficulty having to 
pay out for bills. 
2-5 
Them and us. Them and us. Realisation of 
social differences in 
Army, mentality and 
social life. 
Can be a knob in the 
Army and get away 
with it, but cannot do 
that in civvy street, 
its different, people 
hold grudges 
8-10 
Abandonment.  Abandonment. Abandonment from 
the Army. 
One day in the Army, 
and the next I was 
out and had to get on 
with life. 
 
17-19 
Journey with 
alcohol. 
Big drinking 
culture in the 
Army. 
Drinking culture in 
the Army. 
Drinking more than I 
should do, but it goes 
part and parcel with 
the army. 
38-39 
Journey with 
alcohol,  
Alcohol 
negative 
influence on 
interpersonal 
relationships. 
Difficulties with 
alcohol and 
interpersonal 
relationships. 
Coming home from 
work to my girlfriend, 
and then drinking all 
the time which put a 
strain on things. 
47-49 
Them and us. Civilian life has 
no structure 
and direction. 
Lack of structure 
and 
direction/reliance 
on this in the army. 
Difficulties in making 
a life. 
 
 
58-59 
A new identity 
away from the 
army.  
Discovery of a 
new civilian 
life. 
Finding one‟s self 
again. 
Veterans contact 
point gave me that 
leg up. 
60 
     
The value of Support Support services I was given structure 67 
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specific 
veterans 
support 
services. 
services re-
started my life 
again. 
 
re-started my life 
again. 
and direction again. 
 
The value of 
specific 
veterans 
support 
services. 
Support 
services gave 
support in 
structure and 
direction. 
Support services 
gave support in 
structure and 
direction. 
I was made 
redundant and I went 
back to the drink. 
69 
Journey with 
alcohol.  
Reliance on 
alcohol as a 
means of 
coping with 
stressors. 
Reliance on familiar 
ways of coping. 
My missus soon 
snapped me out of it 
sharpish. 
74-75 
The value of 
specific 
veterans 
support 
services. 
Positive 
benefits of 
interpersonal 
relationships. 
Positive benefits of 
interpersonal 
relationships. 
Veterans contact 
point should be 
made nationwide. 
76-77 
The value of 
specific 
veterans 
support 
services. 
Recognition 
and value of 
specific 
support 
services. 
Recognition and 
value of support 
services. 
Drinking was my way 
of coping, wasn‟t 
coping just existing 
and times were hard. 
91 
Journey with 
alcohol.  
Difficulty with 
alcohol, 
it‟s hard 
coming out the 
Army. 
Realisation of 
difficulty with 
alcohol and 
experience of it 
being hard coming 
out the military 
 107-108 
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Interview 2 – Lewis  
Super-
Ordinate 
Themes 
Main Themes Emerging 
Findings/Themes 
Line by Line 
Quotation 
Line (s) 
Reference 
Number 
Negative 
impact on 
interpersonal 
relationships.  
I am different in 
relationships now I 
have left the army.  
Difficulty in 
relationships.  
My missus left 
me and I got 
diagnosed as 
depressed. 
3-4 
Abandonment. Abandonment. Abandonment. I didn‟t have any 
help. 
4 
Positive value 
of support. 
Practical support 
valued. 
Practical support 
valued. 
Contact point 
helped me a lot 
and got me a 
new place. 
8-9 
Who am I as a 
veteran. 
Difficulty adjusting 
to civilian working 
roles. 
Difficulty adjusting 
to civilian working 
roles. 
I had to keep 
doing the night 
shift and come 
home and see 
the kids but then 
had to go back to 
bed. 
15-17 
Reliance on 
alcohol. 
Reliance on alcohol 
as coping 
mechanism/ 
breakdown of 
relationship. 
Reliance on alcohol 
as coping 
mechanism/ 
breakdown of 
relationship. 
That‟s when my 
depression 
kicked in and I 
was drinking 
heavily, paying 
the bills, and the 
next thing I knew 
she had taken 
the flat screen 
TV. 
23-25 
Who am I as a 
veteran. 
Who am I as a 
veteran. 
Who am I as a 
veteran, struggling 
with veteran 
identity. 
I still class myself 
as young, I mean 
veterans are old 
like from the 
Falklands and 
Second World 
War. 
38-41 
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Abandonment. Value of team 
mentality, 
abandonment 
isolation. 
 
Annoyance at lack 
of support. 
In the military 
you got your 
mates and your 
muckers; there‟s 
nothing here, you 
don‟t get it 
anymore. 
61-63 
Them and us - 
civilians don‟t 
understand 
me. 
No support in 
civilian world. 
No one 
understands us. 
Don‟t get no 
support, no 
nothing.  
63 
Them and us. Them and us. I am different. You have to re-
adjust and, well, 
you have been 
trained to kill and 
no one 
understands that.  
64 
Them and us – 
civilians don‟t 
understand 
me. 
I am different from 
civilians.  
I am different. You go for a run 
and feel that 
people are 
staring at you. 
69-70 
Longing for the 
military. 
Isolation/longing for 
military ways of 
being. 
Longing for military 
ways of being. 
It is extremely 
isolating, I miss 
all the banter. 
 
74 
Who am I as a 
veteran. 
Struggling with 
independence. 
Not knowing what 
to do with 
independence.  
Its hard having 
control over all 
the finances 
again, especially 
when you want to 
drink a lot too.  
81-82 
Journey with 
alcohol. 
Journey with 
alcohol. 
Used to use 
alcohol. 
I used to use 
alcohol. 
100 
Them and 
civilians don‟t 
understand 
me. 
Civilians don‟t 
understand me. 
Reflections on 
desperate times. 
I was trying to tell 
people how I feel 
but no one was 
listening.  
101-102 
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Them and 
civilians don‟t 
understand 
me. 
Reflections on 
desperate times. 
Reflections on 
desperate times. 
I did try and end 
it all... three 
times.. I‟m not 
happy about that, 
I think I was 
being selfish. 
113-115 
Who am I as a 
veteran. 
 
I am proud of my 
army self. 
Pride. I was proud of 
what I did, I 
wanted to join 
the Army since I 
was little.  
167-168 
Using my 
Army skills. 
Using structure and 
military ways of 
being to help. 
Holding on to 
military traditions.  
Cleanliness 
helped me, got to 
be immaculate 
when in the 
army, so I am a 
clean freak. 
180-183 
Shared identity 
in support 
service. 
Re-creation of the 
army in the support 
service. 
Shared identity of 
the veterans 
support service 
(equal) re-creation 
of military ways of 
being. 
It‟s the banter-
camaraderie, not 
looked down 
upon and I am 
treated like an 
equal... I love it.  
197-198 
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Interview 3 – Bill  
Super-
Ordinate 
Themes 
Main Themes Emerging 
Findings/Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number 
I no longer 
have the 
safety of the 
army. 
Army was my 
rescue. 
Army was my 
rescue. 
Well if it was not 
for the army, I 
would not be here 
today. 
5 
I no longer 
have the 
safety of the 
army. 
I no longer have 
my protection of 
the army. 
I no longer have 
my protection of 
the army. 
I tried to commit 
suicide three 
times, not when in 
the army but since 
leaving the army. 
18-19 
I no longer 
have the 
safety of the 
army. 
Army was secure. Army was like 
family. 
Your one big 
family in the Army. 
40 
Continuation 
of military 
ways of being. 
Making 
connections to 
army life. 
Connections with 
the army still 
apparent. 
I have got friends 
who were in the 
army around here. 
54 
Continuation 
of military 
ways of being. 
Team mentality 
important. 
Likes team 
mentality. 
I was making 
headrests, seat 
covers and bits of 
cars and we had a 
team working on it. 
74-75 
Civilians are 
different. 
Civilian attitudes 
are different. 
Civilians are 
different and their 
attitudes are 
different. 
He said don‟t 
worry I will pay you 
back, but he never 
did. It‟s the 
attitudes of these 
people, you 
wouldn‟t have that 
in the army. 
94-96 
Continuation 
of military 
ways of being. 
Making 
connections to the 
helping/supporting 
nature of the 
army. 
Volunteering,  
helping others, 
similar to army 
mentality. 
I‟ve been 
volunteering, I 
enjoy it. 
106 
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Civilians are 
different. 
I am different to 
civilians in 
working roles. 
I am different to 
civilians in working 
roles. 
Couldn‟t get the 
jobs I wanted as 
they said I was too 
experienced or 
they don‟t need 
you. 
113-114 
I no longer 
have the 
safety of the 
army. 
Feeling 
unprepared by the 
army for 
transition. 
 
 
Feeling 
unprepared by the 
Army. 
 
I don‟t think they 
prepare you, no 
they don‟t. 
125 
Negative 
emotional 
consequences 
of leaving the 
army. 
The loss of the 
army activates 
sadness. 
The loss of the 
army activating 
sadness. 
I went straight 
down, went 
straight downhill in 
mood. 
138 
Negative 
emotional 
consequences 
of leaving the 
Army. 
Feeling lost after 
leaving the army –
grief reaction. 
Feeling lost after 
leaving the army –
grief reaction. 
I didn‟t know what 
to do or what to 
expect. 
139 
Civilians are 
different. 
I have tragic 
different 
experiences than 
civilians. 
I have tragic 
different 
experiences than 
civilians. 
I saw many of my 
friends die around 
me when I was in 
the Falklands. 
171-172 
The value of 
shared 
experience. 
Re-creation of 
sense of 
belonging. 
Religion helps. When it‟s quiet I 
will check my e-
mails looking for 
passages of the 
bible and use it in 
prayer – it‟s nice. 
186-188 
The value of 
shared 
experience. 
Helping others is 
important. 
Continuation of 
helping others. 
I help everyone 
else rather than 
me. 
207 
Benefits of 
support 
services. 
The value of the 
shared 
experience. 
Importance of 
talking to others 
who have the 
same experiences. 
Men like to talk to 
men in the army, 
at their level. 
214-215 
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Civilians are 
different. 
Feeling un-
supported in 
civilian world. 
Feeling un-
supported. 
Hell of a lot needs 
to be done to help 
us ex-service out. 
 
 
240 
Civilians are 
different. 
We have unique 
skills. 
We have unique 
skills. 
All we do is get 
taught to kill. 
243 
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Interview 4 – Jack  
Super-
Ordinate 
Themes 
Main Themes Emerging 
Findings/Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number  
I am not 
civilian.  
There is no 
changing me.  
 
I am a changed 
person. 
They train you to be 
a military person but 
no training to put 
you back. 
5 
I am not 
civilian. 
Can‟t turn 
being military 
off. 
Continuation of a 
military way of 
being.  
Always got a military 
head on you. 
6 
I am not 
civilian. 
We are 
different in 
relationships. 
We are different. That is, we are in 
squaddie 
marriages... it may 
seem strange to 
people. 
10 
Staying 
connected. 
Reliance on 
military ways 
of coping. 
Reliance on military 
ways of coping.  
My better half said 
she liked my 
humour, but I 
couldn‟t turn it off, 
even if something 
had gone badly 
wrong.  
17-19 
Civilian world 
is threatening.  
Civilian world 
is perceived 
as 
threatening. 
Civilian world is 
perceived as 
threatening.  
Sense of threat 
never leaves you. 
31-32 
Civilian world 
is threatening. 
Retreat from 
civilian 
threatening 
world. 
Retreat from civilian 
threatening world. 
Isolation very 
common among ex-
service types. 
 
37-38 
I am lost 
without the 
army. 
Isolation.  Isolation. For a couple of 
years I didn‟t come 
out of the house. 
42 
I am not 
civilian. 
Avoidance of 
work – it won‟t 
be the same.  
Stayed away from 
work. 
I tried not to work 
initially, stayed away 
from it.  
81 
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Staying 
connected. 
Trying to find 
self. 
Feeling lost, trying 
to find self. 
I just did a lot of 
walking everywhere. 
100 
I am lost 
without the 
army. 
Lost direction 
in life. 
Lost direction in life. I thought that I was 
following a track but 
I turned back and 
there were tracks 
everywhere. 
104 
I am lost 
without the 
army. 
Feeling lost 
with life. 
Feeling lost. I knew I was lost. 
 
 
104 
I am not 
civilian. 
Frustration at 
not being 
heard. 
Differences among 
army and civilians.  
I couldn‟t get people 
to see my point of 
view. 
109 
Abandonment. I trusted the 
army. 
I trusted the army. In the military you 
made a call and then 
you trust the system. 
114 
Staying 
connected. 
Team 
mentality in 
the army.  
Team mentality in 
the army. 
Great sense of team 
work in the military. 
 
116 
Benefits of 
support 
services. 
Veteran 
service re-
captures what 
I am missing. 
Veteran service 
recreates team 
mentality, gives me 
what I need – being 
around others with 
shared experiences.  
I mean I came in 
one Friday, on the 
anniversary of an 
incident I have a lot 
of guilt about... 
thought I would have 
to leave the meeting 
early... but as soon 
as I got chatting to 
the lads, I felt better.  
123-127 
Civilian world 
is threatening. 
Distrustful of 
civilians. 
Distrustful of 
civilians.  
They can stab you in 
the back and start 
counting favours.  
133 
Civilian world 
is threatening. 
I am distrustful 
of civilians.  
I am distrustful of 
civilians.  
In civvy street it‟s 
just a bunch of lying 
back stabbing and 
thieving.  
135-136 
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Civilian world 
is threatening. 
Retreat to 
manage 
unsafe civilian 
environment. 
Retreat to manage 
unsafe civilian 
environment.  
They are all the 
same and you lack 
trust and before you 
know it your back 
behind the curtain. 
142-143 
Civilian world 
is threatening. 
 
 
 
 
Distrustful of 
new 
environment. 
 
 
 
Distrustful of new 
environment. 
When I moved up to 
Coventry, I saw 
loads of white 
people and I didn‟t 
trust any of them, 
different 
environment.  
156-158 
 
 
 
160 
Abandonment. Grief/loss. Grief. Big piece of you 
ripped away and you 
are left with 
emptiness. 
 
I am lost 
without the 
army. 
Loss of 
belonging.  
Lost sense of 
belonging. 
One minute you 
belong to something 
and next your an ex. 
163 
Abandonment. Abandonment. Abandonment.  It‟s like you‟re gone 
out the door and 
that‟s it. 
168-169 
I am not 
civilian. 
I am not 
civilian.  
I am not civilian.  It‟s a new challenge, 
I‟m a free man, I‟m a 
civvy, it‟s all rubbish.  
179-180 
I am not 
civilian. 
I do not fit in 
with being a 
civilian. 
I am not civilian.  I am more not happy 
than ever, I hate 
being civvy, I can‟t 
do it. 
185 
Alcohol 
journey. 
Alcohol 
journey. 
Alcohol journey. I don‟t touch alcohol 
anymore, I am too 
old for that now. 
189-190 
Staying 
connected. 
Re-creation of 
helping 
others. 
Helping others is 
important.  
I started to 
volunteer.  
203 
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Staying 
connected. 
Making links 
with a military 
environment- 
can‟t let it go. 
Re-creating army 
environment.  
I helped at sea 
cadets and army 
and I was back in 
the military 
environment.  
214-215 
Helping others 
is important to 
who I am. 
Helping 
others. 
I wanted to carry on 
helping others. 
I wanted a decent 
job and went into 
social work but it 
was very 
behavioural.  
227-230 
I am not 
civilian. 
I feel let down 
by civilians.  
I feel let down by 
new society.  
I keep losing faith in 
civilian society 
things.  
233-234 
Staying 
connected. 
Veteran 
service 
created sense 
of purpose. 
Veteran service 
created sense of 
purpose.  
I had purpose again, 
getting up every day.  
278 
Staying 
connected. 
Veterans 
service re-
created 
military 
environment 
Veterans service re-
created military 
environment  
Had a reason to iron 
shirts again an help 
each other out, 
essentially a military 
environment  
279-280 
Helping others 
is important to 
who I am. 
Helping others 
important to 
who I am. 
Helping others 
important to who I 
am.  
I‟m helping people 
that really matters.  
285 
I am a team 
player. 
I am a team 
player and 
always will be. 
I am a team player 
and always will be.  
I will do it for other 
people but not for 
me.  
302 
Civilian world 
is threatening. 
It‟s hard to ask 
for help. 
Recognition of 
difficulty asking for 
help. 
There is squaddie 
pride. 
346 
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Interview 5 – James 
Super-
Ordinate 
Themes 
Main Themes Emerging 
Findings/Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number 
Starting over. My life was 
the army. 
 
My life was all within 
the army. 
My friends, family, my 
network was all within 
the barracks. 
9 
Starting over. I am daunted 
by a civilian 
world. 
Feelings of being 
daunted in new 
environment. 
Trying to adjust to a 
new environment is 
very daunting. 
11 
Abandonment 
by the army. 
Abandonment 
by the army. 
Lack of support in 
civilian world. 
You don‟t get any 
assistance or support, 
like you used to do in 
the army. 
11-12 
Abandonment 
by the army.  
Abandonment 
by the army. 
Feelings of being 
thrown away. 
Once you leave it‟s like 
you are a mango and 
you are the good part 
and then the bad part is 
just thrown away. 
13-14 
Them/us 
(civilians are 
different). 
Civilian life is 
alien to what I 
am used to. 
Having to 
understand new 
systems. 
Coming into the 
environment and trying 
to understand the 
system. 
16 
Benefits of 
early 
preparation. 
Pro-active 
leaving 
planning. 
 
Early leaving 
planning. 
I moved my family into 
civilian society 5yrs 
before I left the Army 
barracks. 
24 
Benefits of 
early 
preparation. 
Early planning 
has positive 
integration 
benefits. 
The benefits of early 
planning. 
 
 
I am now realising this 
was a wise move, I 
found myself in a good 
neighbourhood and 
good community. 
29-30 
Them and us 
(civilians are 
different). 
Them and us 
(civilians are 
different). 
Civilian world is bust 
and different from 
the Army. 
What I have found in 
the civilian world, is 
that everyone is busy 
and out for themselves 
and the system plays 
you around. 
38-29 
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I have unique 
skills.  
Unique skills. I am different from 
civilian people. 
My profession is not 
comparable, or on the 
same level as civilian 
people. 
45-46 
Them and us 
(civilians are 
different). 
Lack of 
enjoyment in 
civilian life as 
opposed to 
being in the 
army. 
Lack of enjoyment 
in civilian life as 
opposed to the 
army. 
It is not as enjoyable as 
what I am used to. 
 
49-50 
 
 
173 
 
Interview 6 – Tom 
Super-
Ordinate 
Theme 
Main Theme Emerging 
Findings/ 
Themes 
Line by Line 
Quotations 
Line(s) 
Reference 
Number 
Negative 
emotional 
consequences. 
Disbelief and 
confusion in 
first transition. 
Disbelief and 
confusion in first 
transition. 
Obviously, sometimes 
3 or 4 weeks so it just 
felt like I was on leave 
to begin with. 
6 
Personal 
qualities that 
have helped in 
transition. 
Benefits of 
early 
preparation. 
Early 
preparation. 
I knew I was getting 
out, I had kind of 
looked into stuff.. I had 
sorted out a job... I 
had done a plumbing 
course on the latter 
stages before I came 
out the army. 
8-10 
Them and us. Annoyance of 
civilian ways of 
working. 
 
 
 
Annoyance at 
civilian ways of 
working. 
I rang up to make sure 
I still had the job and 
they said No... .and it 
was like... so this is 
how they treat you in 
civilian life. 
14-15 
Team 
mentality 
cannot be re-
created. 
Team 
mentality 
doesn‟t exist in 
civilian life. 
Team 
mentality/reliance 
on others not 
existing in civilian 
life. 
I mean I was used to 
people looking after 
me. 
 
19-20 
Abandonment. I am on my 
own now. 
 
I am on my own 
now. 
Case of realising: “oh, 
you‟re on your own 
now”. 
21 
Abandonment. It‟s like leaving 
family. 
Leaving secure 
attachment, 
army like family. 
Obviously, civilians all 
over the world have 
been looking after 
themselves all day, 
every day and all the 
time but for ourselves 
it‟s like... (long pause)  
it‟s like leaving home. 
22-23 
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I have unique 
skills. 
My unique 
skills are not 
recognised in 
civilian world. 
Skills not 
recognised 
outside of the 
army. 
Not through army 
qualifications, and 
through any of the 
qualifications I gained. 
28 
Creating a new 
identity. 
Finding a new 
self. 
Finding a new 
self. 
Right, so I am not a 
plumber, got to sort 
out what the hell I am 
doing. 
34-35 
Personal 
qualities that 
have helped in 
transition. 
Personal 
quality of work 
ethic helps in 
transition. 
Work ethic has 
helped me in 
civilian world. 
Because of your army 
background you‟re 
always going to have 
that work ethic... we‟re 
grafters. 
42-44 
Negative 
emotional 
consequences. 
Disbelief/shock 
during 
transition. 
Shock. I mean the biggest 
thing for me was the 
shock, it was the 
shock factor. 
62-63 
Team 
mentality 
cannot be re-
created. 
Reflections on 
team mentality 
of the Army 
Reflections on 
team mentality of 
the Army. 
I mean it‟s more one-
sided when you‟re in – 
you know the job 
would always get 
done. 
80-82 
Frustration at 
them/us. 
Civilian world 
is missing out 
on unique 
army skills. 
Still refer as “us”, 
limited 
recognition of 
unique skills and 
annoyance at 
army. 
But why waste a skill, 
and its costing the 
Army to recruit civvies 
in, while they are 
cutting people... I 
mean that‟s one of the 
things that hurts us 
and we‟re out. 
95-99 
Abandonment. Army is like 
family ...can‟t 
recreate that in 
civilian life. 
Army is like 
family and you 
can‟t recreate 
that in civilian life. 
You never think it is 
family and you never 
experience it on a 
civilian job. 
102-104 
Team 
mentality of 
the army 
cannot be re-
created. 
Team 
mentality of the 
Army. 
Team mentality 
of the army 
Were gonna look after 
each other, no matter 
what. 
107 
175 
 
Them and us. Civvies don‟t 
understand us. 
Lack of respect 
from civvies/lack 
of understanding 
of what we had to 
do. 
I mean the usual 
question you get from 
civvies... Have you 
killed someone… I 
mean things like that... 
have some more 
respect. 
116-117 
Them and us. We‟re unique. Civvies don‟t 
know what it is 
like for us, we‟re 
unique. 
Its life education... If 
you have been 
working in a factory for 
years then someone 
doesn‟t know or have 
insight... I don‟t think. 
128-129 
Creating a new 
identity.  
Attempts to re-
create army 
ways of being. 
Attempts to re-
create Army 
ways of being. 
I think working in 
fitness I work with 
military and ex-
military, so it re-
creates that banter. 
158-159 
Creating a new 
identity. 
Finding a new 
merged 
identity. 
Finding a new 
merged identity. 
It‟s the best of both 
worlds, don‟t have to 
go on tour but have 
the army still with you. 
163-164 
Them/us 
(civilian world 
is different). 
The civilian 
world is 
different. 
Unfamiliarity of 
the civilian world/ 
unprepared 
I mean people say go 
to the doctors but 
where is the doctors 
and I don‟t even know 
where my records 
have gone. 
175-177 
Them/us 
(civilian world 
is different). 
Army and 
civilian world 
do not 
compare. 
Army and civilian 
world do not 
compare. 
Doctors and hospitals 
and stuff like that. 
People just don‟t cover 
people‟s backs like we 
had in the army. 
203-205 
 
 
 
 
 
 
    
176 
 
     
Them/us 
(civilian world 
is different). 
Frustration at 
civilian 
legislation. 
Frustration at 
civilian 
legislation. 
I mean she needed to 
go through loads of 
health and safety 
questions, I was like 
seriously... I am 
putting my friend in the 
car and taking her to 
the hospital myself. 
232-235 
Frustration at 
them/us. 
Frustration at 
them/us. 
Frustration at 
them/us. 
Where is the “get up 
and go”? No one has 
common sense to sort 
this out. 
241-242 
Continuation  
of military life. 
Fight/flight still 
activated in 
civilian life. 
Use of “we” 
language and 
reference to 
fight/flight 
response. 
“We all get in fights”, 
“we use our fists” and 
“we use our feet”. 
254 
Frustration at 
them/us. 
I am unique –
why does no 
one recognise 
this. 
Lack of 
recognition from 
civvy employers. 
I mean I didn‟t expect 
them to treat me 
special but they treat 
you just like some 18 
year old with no 
experience. 
260 
Creating a new 
identity. 
Finding a new 
self. 
Lack of 
direction/finding 
one‟s self. 
I mean my interests 
keep changing. 
314 
Journey with 
alcohol. 
Journey with 
alcohol. 
Changes in 
alcohol 
consumption. 
I don‟t drink now, 
drinking is not good 
and I ended up getting 
hospitalised in Cyprus. 
323-324 
Personal 
qualities that 
have helped in 
transition. 
Positive 
interpersonal 
influences. 
Positive 
interpersonal 
influences. 
My wife does not 
drink, so we have no 
booze in the house. 
325 
Journey with 
alcohol. 
Journey with 
alcohol. 
Doesn‟t feel the 
need to drink 
alcohol now. 
It doesn‟t float my boat 
anymore. 
 
 
327 
177 
 
Negative 
emotional 
consequences. 
Feelings of 
guilt. 
Feelings of guilt. Do feel really guilty 
about not being there 
for people anymore. 
352 
Cant re-create 
team mentality 
of the army. 
Cant re-create 
team mentality 
of the army. 
Cant re-create 
team mentality of 
the army. 
Lots of squaddies join 
the police or fire 
service, so you can 
recreate that feeling 
again but it‟s not the 
same. 
355-356 
Them/us. Them/us. Lack of 
understanding 
about 
individualistic 
civilian society. 
Why would you not 
look after each other. 
364 
Personal 
qualities that 
have helped in 
transition. 
I am a team 
player. 
I am a helper and 
like to rescue. 
Seeing people being 
let down, when I think 
they could be easily 
fixed and helped. 
392-393 
Creating a new 
identity. 
Learning ways 
of working as a 
civilian. 
Learning ways of 
working as a 
civilian. 
It takes a long time for 
a squaddie to realise 
to go to ask for 
someone to help. 
423 
Creating a new 
identity. 
New ways of 
being in a 
civilian society. 
New ways of 
being in a civilian 
society. 
I didn‟t know about the 
mortgage process but 
I went out and found 
out about it. 
434 
Journey with 
alcohol. 
Using 
traditional 
methods of 
coping such as 
alcohol. 
Reliance on 
alcohol. Retreat 
back to basic 
needs. 
I can see why 
squaddies live on the 
streets as its like it is 
back to the simple 
things again, and then 
it‟s just booze as that‟s 
what they are used to. 
483-486 
Negative 
emotional 
consequences. 
Feelings of 
guilt. 
Guilt. Yeah when the riots 
were kicking off in 
Birmingham I felt guilty 
I wasn‟t there to help. 
547 
 
178 
 
Interview 7 – Hank  
Super-
Ordinate 
Themes 
Main Theme Emerging 
Findings/ 
Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number 
Starting over. Daily living 
adjustment 
problematic. 
Daily living 
things 
problematic. 
I was based in 
Germany so when I 
left I didn‟t even have 
a bank account. 
3-5 
Abandonment 
from the army. 
Abandonment 
from the army. 
Annoyance at 
lack of support 
from the army. 
Army didn‟t provide 
any accommodation, 
didn‟t provide 
anywhere to live. 
10-11 
Starting over. I have gone 
back in time 
since leaving 
the army. 
I have gone 
back in time. 
At the age of 25, I had 
to move back in with 
my mum and that was 
not a good 
experience. 
11-12 
Starting over. Starting again is 
a challenge. 
Life after the 
army is a 
challenge. 
I was having to sleep 
in my car for six 
weeks. 
15-16 
Value of 
shared 
experiences. 
Valued support 
from specific 
veteran support 
services. 
Valued support 
from specific 
veteran support 
services. 
SAFA helped me out, 
grateful. 
20 
Starting over Portrayal of 
strong image 
has been 
shaken in 
transition. 
I don‟t talk about 
embarrassing 
experiences. 
Embarrassing really... 
don‟t like to talk about 
it much. 
21 
Negative 
emotional 
consequences. 
Feelings of 
embarrassment. 
Feelings of 
embarrassment. 
Spending time in my 
car all the time, trying 
to hold down jobs, 
nowhere to go, an 
embarrassment it 
was. 
 
 
 
30-33 
179 
 
Abandonment 
from the army. 
Abandonment 
from the army. 
Had to deal with 
things on your 
own. 
Army not really 
interested, not their 
problem anymore and 
you have to deal with 
things on your own. 
37 
Holding on to a 
military way of 
life. 
I have things to 
show from my 
Army life. 
Proud of military 
life. 
I was proud of my 
qualifications, got a 
diploma in nutrition 
and it‟s was not a 
waste of time. 
49-50 
It's never like 
being in the 
Army.  
Cant re-create 
army family. 
Army like family. Army was a 
brotherhood, nothing 
like it anywhere else. 
53 
It's never like 
being in the 
Army. 
Civilians are 
different. 
Civilians are 
different. 
Can‟t get it with 
civvies, but I have an 
army mate and we 
still got that squaddie 
manor. 
55 
Journey with 
alcohol.   
It was okay to 
use alcohol in 
the army. 
Drinking culture 
of the army. 
There was a lot of 
alcohol around... 
especially in the 
army… big, big 
drinking culture. 
57-58 
Journey with 
alcohol. 
Journey with 
alcohol. 
Drinking journey. Used to drink really 
heavily at first but not 
so much now. 
64 
Negative 
emotional 
consequences 
(sadness/grief). 
Sadness/grief. Feelings of 
sadness. 
I remember when I 
was on holiday and I 
just burst into tears, 
right dick I was, but I 
just cried. 
69 
Negative 
emotional 
consequences. 
Feelings of guilt. Feelings of guilt. I also cried for all 
those that had died 
and I just felt so guilty. 
74-75 
Holding on to 
military way of 
being.  
Continued 
activation of 
fight/flight 
response. 
Continued 
activation of 
fight/flight 
response. Still in 
the army? 
Really didn‟t sleep 
well at all... just 
couldn‟t switch off and 
I was always awake. 
89 
180 
 
Holding on to 
military way of 
being. 
Never let go of 
being in the 
Army. 
Sense of danger 
never leaves. 
Always on the lookout 
and I let people go in 
front of me. 
91-92 
Holding on to 
military way of 
being. 
Work ethic is a 
personal quality 
I value. 
Working hard is 
important. 
I mean work, at one 
point had three jobs at 
the same time. 
104 
Holding on to 
military way of 
being. 
Holding on to 
army way of life. 
Holding on to 
army way of life. 
I like my fitness and I 
used to do it a lot in 
the army. 
115 
Value of 
shared 
experience. 
Value of shared 
experience in 
specific veteran 
support 
services. 
Value of shared 
experience in 
specific veteran 
support services. 
These organisations 
are designed for 
these people, they 
know where you are 
coming from. 
142-144 
 
181 
 
Interview 8 – John  
Super-Ordinate 
Theme 
Main Theme Emerging 
Findings/ 
Themes 
Line by Line 
Quotation 
Line(s) 
Reference 
Number 
I am different 
from civilians.  
I am a person 
entering a 
different civilian 
world. 
Coming out was 
an alien 
experience.  
It was a very alien 
and traumatic 
experience.  
4 
I am different 
from civilians. 
Them/us. Difficulty 
understanding 
civilian attitudes. 
It was the civvies 
attitudes.  
6 
Holding on to life 
in the army.  
Expectation life 
is going to the 
same as in the 
army. 
Expectation life 
is going to the 
same as in the 
army. 
Couldn‟t 
understand why 
people didn‟t look 
after each other 
and just 
themselves.  
8-9 
I am different 
from civilians. 
I am different, I 
work hard 
compared to 
civilians. 
I am different, I 
work hard 
compared to 
civilians.  
Civvies lack respect 
and don‟t have the 
work ethic to work 
hard.  
10 
Who am I now? I‟m having to 
start over. 
Starting over 
again/loss. 
I went from being a 
Sgt Major and 
came out to 
nothing.  
12-13 
No one 
understands me. 
Annoyance at 
lack of 
recognition for 
my unique skills.  
I have skills no 
one will 
recognise. 
I had management 
skills recognised in 
the army, but not in 
civvy street.  
19-20 
No one 
understands me. 
Isolation.  Isolation. It adds to the 
isolation and feeling 
alone. 
24 
I am different 
from civilians.  
Desperate to 
carry on with 
army skills. 
Desperate to 
carry on with 
army skills. 
I just wanted to use 
my management 
skills.  
29 
 
 
 
 
 
182 
 
Holding on to life 
in the Army.  
Used army skills 
in different ways.  
Set up own 
business. 
In the end, I used 
my money from the 
forces to set up my 
own business. 
31-32 
Abandonment.   Unprepared/ 
unsupported by 
the army. 
Feeling 
unprepared by 
the army. 
No preparation 
from the army in 
coming out.  
 
39 
No one 
understands me. 
Retreat as a way 
of coping. 
Retreating.  Socialisation really 
difficult, just 
stopped going out 
completely.  
45 
No one 
understands me.  
I am better off by 
myself.  
Civilian world is 
daunting and 
would rather be 
on my own.  
I was withdrawn in 
my own little world.  
48 
No one 
understands me. 
No one 
understands me.  
No one 
understands 
me. 
I had a wife but no 
one really 
understands what it 
is like and its very 
isolating.  
51-52 
I feel grief/ 
bereavement. 
I feel grief/ 
bereavement.  
Feelings of 
being bereaved.  
Coming out the 
forces was like a 
bereavement.  
56 
I feel grief/ 
bereavement. 
Loss of power 
and military 
rank. 
Loss of 
power/rank. 
I went from being a 
Sgt Major to 
nothing and joining 
the rest of the 
people. 
57 
Who am I now? Army identity 
removed. 
Army was a 
massive part of 
my life. 
It leaves a massive 
gap in your life.  
59 
Abandonment.   Abandonment. Feeling 
unsupported. 
I didn‟t stay in 
contact with 
anyone, you don‟t 
get any help. 
 
 
 
68 
183 
 
I am different 
from civilians.  
Nothing 
compares to the 
army – cant 
recreate it.   
Can never re-
create that army 
feeling. 
Nothing quite like 
being in the forces. 
74 
Who am I now? Army was my 
identity. 
Army was my 
identity.  
It made me who I 
am and shaped 
how I live my life.  
75 
I am different 
from civilians. 
I don‟t fit in with 
civilians. 
I don‟t fit in with 
civilians.  
It doesn‟t fit with 
civvy street.  
75 
Holding on to life 
in the army. 
Military 
life/experiences 
never leave you. 
Military 
life/experiences 
never leave you.  
Sometimes its 
difficult just to turn 
off and you feel like 
you are still in that 
environment.  
95-96 
Holding on to life 
in the army. 
Identification 
with team 
mentality of the 
army. 
Identification 
with team 
mentality of the 
army.  
Biggest problem 
ex-service 
personnel have is 
that they think 
about others before 
themselves... fight 
for the person next 
to you.  
102-104 
I am different 
from civilians. 
I will do my way 
of doing things.  
Civvies don‟t 
like the military 
way of doing 
things.  
I joined the local 
bowling club but 
people thought I 
was taking over 
and didn‟t like it.  
106-107 
Holding on to life 
in the army. 
Managing social 
situations with 
aggression. 
Using fists/feet 
to manage 
difficult social 
situations.  
I got drunk and 
attacked this guy, I 
just lost control.  
108-109 
Civilian world is 
threatening.  
Civilian world is 
just as 
threatening as 
being in the 
army. 
 
 
Fight/flight can‟t 
be turned off.  
The fight/flight just 
cascades into 
civilian life.  
115-116 
184 
 
Alcohol for 
coping.  
Drinking was my 
coping  
mechanism.  
Drinking as a 
coping 
mechanism.  
I did admit to 
turning to drink 
when coming out.  
127 
Holding on to life 
in the army. 
I am a hard 
worker. 
I am a hard 
worker and will 
do things my 
way. 
I couldn‟t abide by 
the way they got 
things done.  
139 
Benefits of 
support.  
Family support 
important. 
Family support 
important.  
Having family 
around is most 
important. 
159 
I am different 
from civilians.  
Civvies don‟t 
understand me. 
Civvies don‟t 
understand me.  
We need to get 
more people in the 
civvy world to 
understand.  
180 
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Themes from the Interviews 
 
Sub-Ordinate Super-Ordinate 
Abandonment. Abandonment.  
   
No longer have the safety of the 
Army. 
I have lost my Army 
family. 
 
 
The consequences of 
leaving the Army: “I 
am on my own now”. 
 
 
 
 
 
 
Them and Us. 
 
 
 
 
Team mentality cannot be re-
created. 
I am lost without the army. 
No one understands me. 
It‟s never like being in the army. 
Negative emotional consequences.  
  
Attempts to hold on to army life. Holding on to Army life. 
 Holding on to military way of being. 
Holding on to army life. 
I am a team player. 
Continuation of military ways of 
being. 
Staying Connected 
  
I am different from civilians.  Do I fit in? 
I am not civilian. 
Civilian world is different. 
Them/us. 
Civilians are different. 
Frustration at them/us. 
   
Journey with alcohol.  The use of alcohol: a 
journey. 
Surviving civilian life. 
 Reliance on alcohol. 
  
Personal qualities that have helped. Personal qualities that 
have facilitated re-
engagement.   
Helping others is important.  
I am a team player.  
186 
 
I have unique skills. 
Benefits of early preparation.  
 
 
 
 
Themes from the Interviews 
 
Sub-Ordinate Super-Ordinate 
Benefits of support services.  Structure and direction.  
Positive value of support.  
Value of support services. 
   
Starting over. Identity as a veteran. Constructing a new 
identity.  Who am I now. 
Creating a new identity.  
I am not a civilian.  
New identity.   
  
The value of shared experiences. Veteran‟s service 
provides a group identity.  I am a team player. 
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